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in the school-age child... 


when learning behavior problems 
lags behind and disturb 
intelligence the family 















Caner100 


Tablets containing 100 mg. deanol as the acetamidobenzoate 


e Improves alertness and lengthens 
attention span 


e Facilitates learning and improves 
scholastic performance 


e Improves social adaptability and 
makes for better integration 


e Decreases irritability and 
restlessness, improves family 
relationships 


Does not interfere with other 
indicated therapy 


Availability 


Scored pink tablets in bottles of 50. 
Write for descriptive literature 
and bibliography 


Northridge, California 








IN SUPPRESSION OF LACTATION 


ees carta oot 


; brand of methalienestril 


: VALLESTRIL, with its major activity in suppressing lactation and lesser 
i action on the endometrium, offers distinct advantages whenever sup- 
: pression of lactation is indicated or desired. 

The lochia is not prolonged. 

: Normal involution of the uterus is not inhibited. 


Reengorgement is uncommon. 
: Withdrawal bleeding is rare. 

Nausea or toxic symptoms are seldom, if ever, 

attributable to the drug. 
These characteristics distinguish Vallestril as a singularly safe and 
effective estrogenic agent, particularly free from toxicity and post- 
therapeutic complications. 


G.D. SEARLE &co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 


~ reese 











Structure of secreting mammary gland. Secretion from the free ends of the alveolar cells passes 
into the lumen and is ejected by contraction of the myoepithelial cells surrounding the alveoli. 





® 
- * gives “excellent” control of lactation 
¢ relieves pain and engorgement 
¢ reduces therapeutic complications 








FOR SUPPRESSION 
OF 
LACTATION 


The recommended 
dosage of Vallestril 
is two 20-mg. tablets 
daily for five days, 
begun as soon as pos- 
sible after delivery. 
Vallestril is supplied 
as uncoated, un- 
scored tablets of 20 
mg. (and also as un- 
coated, scored tablets 
of 3 mg. for the relief 
of symptoms of the 
menopause). 
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sais ect: CONSISTENT 
Prawns RESPONSE 
IN VAGINAL 


INFECTIONS 


antibacterial, antimonilial, antitrichomonal effects—optimal dispersion, prolonged retention 





85% success:'2 Triburon Chloride —the clinically proven microbicide —provides rapid 
symptomatic relief as well as control of trichomonal, monilial and non-specific vaginitis. 
In one study,’ discharge, itching and burning disappeared in 67 of 73 women after only 3 
or 4 applications; after two weeks, cultures were negative in 61 patients. Similar results 





were noted in another series of 55 women.2 


now available in two forms 


New TRIB VAGINAL SUPPOSITORIES provide the efficacy of Triburon Chloride in a 
water-soluble, self-emulsifying base that enhances dispersion and prolongs therapeutic 
effects, even in the presence of profuse discharge. TRIB VAGINAL SUPPOSITORIES 
are provided with reusable plastic applicators. 





Proven TRIB VAGINAL CREAM—white, nonstaining, virtually non-irritating to the vaginal 
mucosa, with no hint of medicinal odor. Disposable applicators are supplied with the cream. 


Indications: TRIB VAGINAL SUPPOSITORIES and TRIB VAGINAL CREAM for 

vulvitis and vaginitis due to Trichomonas vaginalis, Candida albicans, Hemophilus Ee ’ 
vaginalis as well as mixed Infections; after cauterization, conization and irradiation, 

for surgical and postpartum treatment. Therapy may be continued during pregnancy 

and menstruation. 

Supplied: TRIB VAGINAL SUPPOSITORIES—Boxes of 24, with reusable applicator. 

TRIB VAGINAL CREAM —3-ounce tubes with 18 disposable applicators. Consult 


literature for dosage requirements, available on request, before prescribing. conta ns Tribu ( é ‘ - 
Vaginal Cream & Suppositories 


ROCHE References: 1. N. Mulla and J.J.McDonough, Ann.New = FORMERLY TRIBURON VAGINAL CREAM 
£3) LaBoRrATORIES York Acad. Sc., 82: (Art. 1), 182, 1959. 2. L. E. Savel, 


Division of Hoffmann-LaRoche mc. D.B. Gershenfeld, J. Finkel and P. Drucker, Ibid., p. 186. 











decisive microbicidal therapy in a delicate matter 
not an antibiot * nota ." 
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...does she know you can help her? 


Many patients are unaware that their physician is the best source of contraceptive advice. 
Your prescription for Delfen or Preceptin assures them the simplest yet most effective contra- 
ceptive protection available. Accurate tests* for spermicidal potency, as well as years of clinical 
use, demonstrate that ORTHO contraceptive products are instantaneously spermicidal. The 
choice between Delfen and Preceptin is one of individual esthetic preference. 


lLDelfen  Preceptin 


vaginal cream vaginal gel 


“The spermicidal potency of all ORTHO products is controlled by the Titration Test and the Sander-Cramer Test, 
which more closely duplicate vaginal conditions during coitus than other tests. 
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Information for Contributors 


Contributions—The JouRNAL oF THE AMERICAN MepicaL WoMeEN’s AsSOcIATION extends an invitation to the 
profession for original scientific articles, research, case reports, and review of medical literature; for articles of 
historical interest—especially those dealing with the status of women physicians; for biographies of women in 
medicine; and for any other material on subjects of special concern to women physicians. All manuscripts for 
publication, letters, and all communications relating to the editorial management of the JouRNAL OF THE AMERICAN 
MepicaL Women’s AssociaTION should be sent to the Editor at 1790 Broadway, New York City 19. 


Articles are accepted for publication with the understanding that they are original contributions never previ- 
ously published and are contributed solely to the JouRNAL oF THE AMERICAN MepicaL WoMeEN’s AssociaTION. All 
manuscripts are subject to editorial modification and upon acceptance become the property of the JouRNAL OF 
THE AMERICAN MepicaAL WoMeEN’s AssociaTion. Material published in the JourNnat is copyrighted and may not 
be reproduced without permission of the Editor. Neither the editors nor the publishers nor the American Med- 
ical Women’s Association will accept responsibility for the statements made or opinions expressed by any con- 
tributor in any article or feature published in its columns 











Manuscripts—Manuscripts must be typewritten on one side of the paper only with double spacing and wide 
margins. The original and one carbon copy should be submitted; a second carbon copy should be retained by the 
author. The author’s full name, academic or professional titles and affiliations, and complete address must accom- 
pany manuscript. 


Illustrations and Tables—Illustrations must be in the form of glossy prints or drawings in black ink. On the 
back of each illustration the figure number, author’s name, and indication of the top of the picture must be 
given. Legends for illustrations should be typewritten in a single list, with numbers corresponding to those on 
photographs and drawings. The JouRNAL oF THE AMERICAN MepicaL WoMEN’s ASSOCIATION encourages the use 
of illustrations and will supply a reasonable number free of cost; special arrangements must be made with the 
Editor for excess illustrations or colored plates. The Editor is not responsible for the safe return of manuscripts 
and illustrations. All material supplied for illustrations, if not original, should be accompanied by references to 
the source and permission for reproduction from the owner of the copyright. Recognizable photographs of 
patients should carry with them written permission for publication. 


Each table should be typewritten on a separate sheet, numbered consecutively, and have a title. 


Quotations—Written permission must be secured from the author and publisher for quotation of more than 
500 words from one publication. Acknowledgement should be made on the page on which the quotation begins. 
For quotes of 100 to 500 words, the source should be given in the list of references. 


References—References should appear at the end of the manuscript and not in foototes. They should conform 
to the style of the Index Medicus. This requires, in the order given, Name of Author, title of article, and 
name of periodical, with volume, inclusive pages, month (and day of month if the journal appears weekly), 
and year. References should be numbered consecutively throughout the paper, listed in order by number 
from the text, and are not to exceed 20 except in special cases. 
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inst relapse 


against “problem” 
pathogens 


EHECLOMYCIN 


DEMETHYLCHLORTETRACYCLINE me 
pediatric drops 
syrup 








DOE arate 


@ full antibiotic activity @ lower milligram intake per dose @ up to 6 days’ activity with 4 days’ dosage @ uni- 
formly high, sustained peak activity m syrup (cherry-flavored), 75 mg./5 cc. tsp., bottles of 2 and 16 
fl. oz. Dosage: 3 to 6 mg./Ib./day—in four divided doses. pediatric drops, 60 mg./cc., 3 mg./drop, 10 cc. 
bottles with calibrated dropper. Dosage: 1 to 2 drops/Ib./day—in four divided doses. 


PRECAUTIONS: As with many other antibiotics, DECLOMYCIN may occasionally give rise to glossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or 
dermatitis. A photodynamic reaction to sunlight has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing therapy, patients 
should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy occurs discontinue medication. Overgrowth of nonsusceptible organisms is a 
possibility with DECLOMYCIN, as with other antibiotics. The patient should be kept under observation. 



















LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York E> 





in female urethritis referred pain 
complicates diagnosis 


Pain in the groin, suprapubic re- 
gion, thighs and lower back is often 
caused by urethritis but, as a result 
of negative urinary findings, is at- 
tributed to other organs. Direct 
examination of the urethra helps 
localize the origin of referred pain, 
evidence of urethral inflammation. 
calling for local therapy. 


‘ Younger women with bacterial 
go \ urethritis respond to the antibacte- 
: rial, anesthetic and dilating effects 


of FURACIN Inserts (formerly FuR- 
ACIN Urethral Suppositories) con- 
taining nitrofurazone 0.2% and the 
local anesthetic diperodon-HC] 2% 
in a water-dispersible base. Each 


dl suppository hermetically sealed in 


silver foil, box of 12. 





Older women respond to the es- 

trogenic, antibacterial, anesthetic 

and dilating effects of FURESTROL 

Suppositories containing, in addi- 

tion to nitrofurazone and diperodon 

‘HCl, diethylstilbestrol0.0077% (0.1 

. i mg.) which corrects postmeno- 

| pausal urethritis at the cellular lev- 

el. Each suppository hermetically 
sealed in orchid foil, box of 12. 


FURACIN INSERTS and 
i FURESTROL SUPPOSITORIES 
cc. alleviate pain—simplify treatment 


Im 


EATON LABORATORIES, NORWICH, NEW YORK 
is or 
ients 
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The principle that makes 

a duck sink... produces 
soft, normal stools 

in functional constipation 


foVrAvY le 

® Zor" ; 
AY ‘~ 
2 fay 


Water doesn’t roll off this duck’s back . . . because the 
water is Surfak-treated. Surfak decreases interfacial 
tension between water and oil . . . penetrates the nat- 
ural oils in the feathers, permits water absorption, 
adding weight so that the duck sinks. 

Similarly, in functional constipation, Surfak 
quickly permeates the heterogeneous fecal mass. The 
superior surfactant action of calcium bis-(dioctyl sul- 
fosuccinate) reduces the interfacial tension between 
the aqueous and lipoid phases of the intestinal content 
to minimal values. The result is soft homogeneous 
feces which are easily moved to evacuation, naturally. 





Adults: One 240 mg. Surfak capsule daily. a 
Children (and adults with minimal needs): One to three LLOYD BROTHERS, INC. 
50 mg. Surfak capsules daily. CINCINNATI 3, OHIO 


240 mg. Surfak capsules in bottles of 15 and 100. 50 mg. 
Surfak capsules in bottles of 30 and 100. 
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Here are five reasons why: 


* Provera is the only commercially- available 
oral progestational agent that will maintain 
pregnancy in critical tests in ovariectomized 
animals. 

It is four times as potent (by castrate 

assay) as any. other progestational agent. 

* No significant side effects have been encountered. 
It is available for both oral and parenteral 
administration 

Provera gives the economy of effective action 
from small doses. 





Brief Basic Information - 


@ Oral Provera* 


Depo-Prevera** 





Description 


Upjohn brand of medroxy- 
progesterone acetate. 


Aqueous suspension, 
50 mg. Provera per 
cc., for intramuscu- 
lar injection only. 




































complication: 





lets, bottles of 25; 
mg. scored, white tab. 
lets, bottles of 25 and 





indications Threatened and habitual Threatened and ha- 
abortion, infertility, dys- bitual abortion, en- 
menorrhea, secondary dometriosis. 
amenorrhea, premen. 
strual tension, functional 
uterine bleeding. 
Dosage 10 to 30 mg. daily until 50 meg. |. M. daily 
Threatened acute symptoms subside. while symptoms are 
‘a ‘ abortion ages eh 
. mg. weekly 
objective: through 1st trimes- 
ter, or until fetal 
viability is evident. 
Habitual 
abortion 
1st trim. 10 mg. daily. 50 mg. 1.M. weekly. 
2nd trim. 20 mg. daily. L. 4 7 LM. q. 2 
3rd trim. 40 mg. daily, through a 2 
8th month, te. t can Seth 
month, 
Supplied: 2.5 mg. scored, pink = Sterile aqueous sus- 


pension for intra- 
muscular use omy. 
50 mg. per cc., in 
1 cc. and Scc. vials.t 








threatene 
abortion 


indicated: 


Provera 








+ 
we 





Precautions: Clinically, Provera is weil tolerated. No significant un- 
toward effects have been reported. Animal studies show that 
Provera possesses adrenocorticoid-like activity. While such adreno- 
corticoid action has not been observed in human subjects, patients 
receiving large doses of Provera continuously for prolonged periods 
should be observed closely. Likewise, large doses of Provera have 
been found to produce some instances of female fetal masculiniza- 
tion in animals. Although this has not occurred in human beings, 
the possibility of such an effect, particularly with large doses over 
a long period of time, should be considered. 

Provera, administered alone or in combination with estrogens, 
should not be employed in — with abnormal uterine bleeding 
until a definite d Ss bee tablished and the possibility 
of genital malignancy has boa eliminated. 











+Each cc. of Depo-Provera contains: Medroxyprogesterone acetate, 
50 mg.; Polyethylene glycol 4000, 28.8 mg.; Polysorbate 80, 
1.92 mg.; Sodium chloride, 8.65 mg.; Methylparaben, 1.73 mg.; 
Propylparaben, 0.19 mg.; Water for injection, q.s. 


The Upjohn Company, Kalamazoo, Michigan 


TRADEMARK. REG. U.S. PAT. OFF TOTRADEMARK 
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the Same high natural vitamin C content 


in all 7 BiB juices 


ACEROLA — EXCLUSIVE WITH BiB 


Acerola juice is the richest known natural source of vitamin C.'? All 
BiB juices are standardized to uniform vitamin C potency with Acerola 
juice. Whatever type you specify — citrus or non-citrus — less than one 
ounce provides the established Minimum Daily Requirement (10 mg.) 
of this essential vitamin for infants. 


HYPOALLERGENIC — WELL TOLERATED 


BiB juices are hypoallergenic and well tolerated. Acerola juice also is 
hypoallergenic. In a clinical study, “No reactions occurred from inges- 
tion or from skin and intradermal tests with Acerola juice.”' Tolerance 
and hypoallergenicity extend even to BiB Orange Juice by reducing to 
negligible quantities, the peel oil and seed protein content — factors 
largely responsible for sensitivities and poor tolerance to this fruit.* 


EARLY TASTE-TRAINING 


The seven BiB juices—Orange, Apple, White Grape, Pineapple, Prune- 
Orange, Orange-Apricot, and Tomato—provide valuable “‘taste-educa- 
tion” for the infant. BiB juice is ready for instant use—no squeezing, no 
defrosting or reconstitution—all mother does is open the container and 
it’s ready for baby. “‘Micro-sized” for free flow through the bottle nipple 
—ideal for spoon or cup feeding too. 


References: (1) Asenjo, C. FE, and Freire de Guzman, A. R.: Science 103:219 
(Feb. 22) 1946. (2) Clein, N. W.: J. Pediat. 48: 140-145 (Feb.) 1956. (3) Ratner, B.; 
Untracht, S.; Malone, J., and Retsina, A.: J. Pediat. 43:421 (Oct.) 1953. 48061 


Edward Dalton Co. 


A O.VISION OF 


MEAD JOHNSON & COMPANY 


Quality products from nutritional research 
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NEW 250 mg CAPSULES 


1s safe and sound 


Against nausea there’s nothing more effective or, for that matter, quite 
so safe as Tigan. Tigan has one demonstrable pharmacologic property: it 
blocks emetic impulses, primarily by direct action at the chemoreceptor 
trigger zone (CTZ) of the medulla. Tigan thus stops active vomiting as 
effectively as it prevents nausea and emesis. There are no special 
precautions, no known contraindications for Tigan. A single chemical 
compound, Tigan is not a converted antihistamine, tranquilizer or seda- 
tive—and may be used even where older antiemetics are contraindicated. 


USUAL DOSAGE 


ADULTS — Capsules: The usual dosage is 100 mg to 250 mg, three or four times daily. In nausea 
and vomiting of pregnancy, one 250-mg capsule at bedtime and one immediately upon awakening. 
In severe cases this dose may be repeated up to a total of three or four capsules daily. 


Intramuscular Injection: 200 mg (2 cc), one to four times daily. 
Suppositories: 200 mg (one suppository), three or four times daily. 
CHILDREN — Capsules: For children 30 to 90 pounds, one 100-mg capsule, three or four times daily. 


Intramuscular Injection: Under 30 pounds, 50 mg (%% cc) ; 30 to 60 pounds, 100 mg (1 cc) ; 60 to 
90 pounds, 150 mg (1% cc) —one to four times daily. 

Suppositories: Under 30 pounds, 100 mg (% suppository) ; 30 to 90 pounds, 100 mg to 200 mg 
(% to 1 suppository) — three to four times daily. 

NoTE: There are no known contraindications or special precautions to be taken with Tigan 
therapy. Because Tigan has no sedative or tranquilizer properties, it is not necessary for patients 
to refrain from operating an automobile or other mechanical equipment while on Tigan medication. 
Packages: Capsules, blue, 250 mg—bottles of 50. Also available as: 100 mg capsules, blue and 
white. Ampuls, 2 ce (100 mg/cc). Vials, 20 cc (100 mg/cc). Suppositories, 200 mg. . 
TIGAN® Hydrochloride — 4-(2-dimethylaminoethoxy)-N-(3,4,5-trimethoxybenzoyl) benzylamine hydrochloride 

ROCHE 


LABORATORIES 
Division of Hoffmann-La Roche Inc. 
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From the time of its introduction in late autumn of 1959, the professional acceptance 
of Metrecal brand dietary for weight control—the product and the concept—has been 
widespread and sustained. 


During this brief interval a considerable body of successful experience has accrued 
—both from clinical studies and physician observation. 


During the same period, many questions have arisen (some fundamental) and have 
gained some attention, with relation to the safety and efficacy of the product in the 
personal and professional management of obesity. 


The incidence of such questions is not unexpected in view of the fact that Metrecal 
is an essentially simplified approach to overweight, a problem that (1) is one of the 
oldest of the chronic ills of man, (2) is widespread in the United States today in the 
sense of including virtually half of the adult population, and (3) is dangerous both 
as such and for the degree to which it aggravates other disease entities. 


These questions have resulted in an element of confusion which has been compounded 
by a host of products which (while seemingly imitative to the concept) offer a wide 
degree of variability in (1) their nutritional composition, (2) the extent of their 
technical validation, and (3) the responsibility of their accompanying claims. 
This, therefore, is the first of a discussion in two parts, prepared expressly for the 
medical and allied professions. 


Part I of this piscussion begins with a restatement of certain aspects of obesity 
which are fundamental to sound diagnosis and therapy, notwithstanding the appar- 
ently elementary principles they represent. With these clearly in mind, Metrecal, 
both concept and product, will thereafter be evaluated in detail. 


Part II of this piscussion will be published shortly in this journal and will be con- 
cerned with clinical evidence and other supportive data which clearly substantiate 
the medical and nutritional rationale for Metrecal as presented here. In these terms, 
it should be possible objectively and constructively to comment on such topics, as: 
(1) its safety and effectiveness for short- and long-term use; (2) practicability in use 
in comparison with restricted diet or appetite-depressant drugs, and (3) whether it 
militates against the return to so-called “usual foods” or dietary regimens conducive 
to the cohesiveness of the family as a social unit. 


Metrecal is supported on a continuing basis by clinical investigations of consider- 
able scope and penetration. The practice-oriented data resulting from these studies 
will be similarly presented from time to time as a service to the medical and allied 
professions, in future issues of this journal. 


OBESITY 


Elementary considerations 


Obesity is due to the intake of more energy than 
is expended, i.e., simple overeating as compared 
to needs. 

When seeing an obese patient for the first time, 
a physician’s thoughts may be summarized as 
follows: 


Why is the patient obese? 

Is obesity due to psychological or emotional fac- 
tors? neurosis? loneliness? disappointment? 
boredom? compulsion? or is it due to an attempt 
to escape from an unfeeling world? 

Is overeating related to the eating habits of the 
family? 

/s there an endocrine imbalance as a basis for 
obesity ? 

Is obesity in this patient a familial tendency? 
Are siblings likewise obese? 


Is the patient a between-meal “nibbler’’? 


How can I most successfully persuade 
this patient to reduce? 

I can advise, and encourage; 

I can appeal to a desire for an improved appear- 
ance; 

I can frighten with facts on the susceptibility of 
obese older persons to degenerative diseases 
(such as diabetes, arteriosclerosis and heart 
disease) ; 

I can emphasize the increased comfort and mo- 
bility that comes from reducing—no more ab- 
dominal supports, or tight-fitting clothes, or 
wheezing, or being laughed at; 

Since obesity is a symptom, I can try to 
determine the primary cause and establish a 
reasonable goal (weight loss, and at least partial 
resolution of the primary cause) toward which 
the patient can strive; 

I can emphasize the decreased life expectancy 
of the obese; 

I can explain the increased risk, and longer con- 
valescence, if extensive surgery is ever needed. 


What are the real dangers (or “costs” ) 


of overweight? 


1. Increased rate of mortality (shorter life on 
the average); 


2. Appearance not as socially acceptable; 
3. Reduced physical capacity and mobility; 


4. Increased susceptibility to certain degenera- 
tive diseases: diabetes, arteriosclerosis, heart 
disease; 


5. Increased surgical risk. 


What can I do to aid this patient? 


Prescribe drugs to reduce appetite! But I know 
their effects are short-lived and they may have 
some undesirable reactions. 


Undertake psychotherapy! But this is time-con- 
suming and expensive. I can be most effective 
by just listening and counseling. 


Suggest a low-calorie diet of usual foods! But 
this usually is not very successful because what 
is intended as a 1000-calorie diet may end up 
as a 2000-calorie intake. and the patient gets 
discouraged because significant weight loss is 
not achieved. I haven’t time to discuss with each 
patient the thermal qualities of each food and its 
calorie equivalent—and most patients couldn’t 
care less. 


Educate the patient to proper eating habits! 
This is the essence of the problem. To develop 
adequate motivation, significant weight loss 
must be attained promptly, without excessive 
hunger, with adequate nutrition, with a mini- 
mum of temptation, and with the avoidance of 
decisions on whether to eat or not to eat attrac- 
tive high-calorie foods, and how much. 


Now, the physician can prescribe a dietary for 
weight control that was designed to meet the 
basic medical objectives necessary for intelli- 
gent management of the obese patient. This 
means the complete substitution of a measured 
amount of a nutritionally adequate food for all 
usual foods for a period of time. , 


WHAT IS METRECA 


The abbreviated charts on the following pages 
describe the composition, analysis, essential fea- 
tures, and qualities of Metrecal dietary for 
weight control. These seemingly elementary 
considerations describe a product designed to 
meet a widespread therapeutic need; adequately, 
uniquely. safely. and simply. ; 
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the composition of Metrecal 


Metrecal contains a high percentage of protein and a moderate 
amount of fat. These contribute to the appetite- and hunger-satis- 
fying qualities of Metrecal. 
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vitamins in Metrecal 


Metrecal supplies even more vitamins than recommended for the 
average adult. Vitamins are essential to health, and all are present 
in adequate amounts in Metrecal. 


ing rats fed Metrecal or a casein control ration ad libitum. This 
indicates that Metrecal is a nutritionally complete food. 
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sodium content of Metrecal 


Metrecal supplies approximately 900 mg. of sodium per 900 cal- 
ories. This is a desirable intake for obese or hypertensive patients. 
Where profuse sweating occurs, the ingestion of additional salt 
may be specified. 
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minerals in Metrecal 


Metrecal provides from 150% to 266% of the Minimum Daily 
Requirements for calcium, phosphorus, iron and iodine. Metrecal 
also supplies adequate amounts of all other minerals known to be 
required by normal persons. 
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Metrecal protein is nutritious 


Evaluation of the nutritional quality of the protein in Metrecal 
shows that the protein is as nutritious as casein—the standard 
for such studies. 
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Metrecal is a quality product 


Metrecal is tested thoroughly—396 tests and assays are completed 
before Metrecal is released. 
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essential fatty acids in Metrecal 


Metrecal supplies ample quantities of the polyunsaturated “‘essen- 
tial fatty acids.” Linoleic and linolenic acids constitute 33% of 
the fatty acid contents of Metrecal, and more than % of the fatty 
acids in Metrecal are unsaturated. 
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amino acid content of Metrecal is ample 


Metrecal supplies significant amounts of all amino acids, includ- 
ing ample quantities of each amino acid which is essential in 
human nutrition. 





CHART X 
CALORIES FROM 
METRECAL BODY FAT STORES 
PRO- CARBO- 
FAT 
TEIN HYDRATE 
0 20 40 60 80 100 
PERCENTAGE 











Metrecal is effective 


Calories are required to maintain body temperature and support 
muscular activity. If an obese sedentary person requires 2300 cal- 
ories and ingests 900 calories as Metrecal, there will be a ‘‘cal- 
orie deficit” of 1400 calories. This will be met by oxidation of 
body fat, as shown in the chart. Such a person, limited strictly to 
900 calories per day as Metrecal, would lose 2.4 pounds of fat 
each week. 














METRECAL AND OBESITY 


The foregoing Part I of a DISCUSSION on the above 
subject has summarized certain elementary concepts 


on obesity and defined Metrecal. 


In Part II of this DISCUSSION, to be published soon in 
this journal, the Edward Dalton Company will sum- 
marize the clinical data’* validating the effectiveness 


of Metrecal, and comment on certain misconceptions 


arising from its successful attack on the problem of 


obesity in American life. 


References: (1) Antos, R. J.: Southwestern Med. 40:695-697 (Nov.) 1959. (2) Roberts, 
H. J.: Am. J. Clin. Nutrition 8:817-832 (Nov.-Dec.) 1960. (3) Tullis, I. E: J. Mississippi 
M. A. 1:636-638 (Dec.) 1960. (4) Tullis, I. E and Allen, C. E.: Clinical Experiences 
with a Simple Weight-Reducing Formula, Current Therapeutic Research, in press. 
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brand of nitrofurantoin 
® through the years...consistently broad 
“T nar ES r ; n antibacterial action against urinary 
tract pathogens —“It was interesting 


to observe that nitrofurantoin [FURADANTIN] showed a consistent in vitro effectiveness 
against the bacteria tested throughout the four year period, thus revealing negligible develop- 
ment of bacterial resistance, if any, through the years.” soni, c.R.,et.al.: Antibiot. Chemother. (Wash.) 10:694, 1960. 


*Conservative estimate based on the clinical use of FURADANTIN tablets and Oral Suspension since 1953. 


rapid, safe control of infection throughout the urinary system 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N.Y. 
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MONILIA 


‘Vaginitia Qpeotun cncren 


A ‘welcome Clinical advance... 


effective medication 


in an appealing form 





“eh 
Soft and pliant aS a tampon, the Milibis vaginal suppository offers proved therapeutic 
action* in a vehicle giving unusual clinical advantages to both patients and physician. 
‘// COVERS CERVIX AND VAGINAL WALL —The pliant Milibis suppository 
disintegrates readily and molds itself to the cervix as well as the 


\ C columns and rugae of the vaginal vault. 
yt 
~ SHORT DOSAGE SCHEDULE -The short course of treatment with 
\: Milibis—only 10 suppositories in most cases—together with the clean, odorless, 
non-staining qualities eliminates psychic barriers which often interrupt 
B longer treatments before complete cure. 
iD 


Vaginal Suppositories 
New supplied with uithnop LABORATORIES 
plastic applicator New York 18, N.Y. 





* SANITARY a 
SUPPLIED: BOXES OF 10 * INSURES CORRECT = per cent > sera tt ha a study — cases; 
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“Crash diets” and “food substitutes’ may 
reduce weight dramatically, but the greatest 
need is physician supervision for the remolding 
of indulgent eating habits. 


Obedrin and the 60-10-70 Menu Plan pro- 
vide supportive medication and a balanced 


eating plan under your supervision. 
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(Methamphetamine HCl) 
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Ascorbic Acid 
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“sure...1 used a crash diet... lost five pounds 
and now I've gained it all back!” 


but to bring weight down 
and keep it down... 





CObedrin 





and the 6O-10-70 Menu Plan 


Obedrin and the 60-10-70 Menu Plan will help 
you successfully treat patients who must reduce 
excess pounds and maintain optimum weight. 
Obedrin aids in curbing abnormal food cravings and 
facilitates establishment of correct eating habits. 


Dosage can be individualized so appetite will be de- 
pressed at peak hunger periods. And Obedrin is the 
ideal support with its 


¢ Methamphetamine — proved anorexigenic and 
mood-lifting effects 

e¢ Pentobarbital—balancing agent to guard against 
excitation 

e Vitamins B, and B, plus niacin—effective diet 
supplementation 

e Ascorbic Acid—aid for mobilization of tissue fluids 


Calorie counting? 


Not with the 60-10-70 Menu Plan; 
yet it assures balanced food intake 
with sufficient protein and roughage. 


Write for 


60-10-70 MENU PLANS, WEIGHT 
CHARTS AND SAMPLES OF OBEDRIN. 


Supplied: 


Tablets and capsules—bottles of 100, 
500, and 1,000. 


Bristol, Tennessee «+ New York « Kansas City « San Francisco 
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CONE... aie ee 


feels like a 
new 
woman 


basic therapy in vaginitis eliminates symptoms 
-itching - burning - leukorrhea - - malodor - destroys 
hogens- Trichomonas vaginalis - Candida (Mo- 
nilia) albicans - nonspecific OTGAamisms. . alone or 
in combination: lias these advantages: high rates 
of clinical and cultural cures - effectiveness even 
in menstr na blood and vaginal debris: safe and 
| / to delicate inflamed ean esthet- 

ically estiaililade with no disagreeable staining 


TRICOFURON 


nifuroxime and furazolidone) Improved 
Poise / Suppositories 
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what TWISTON does for your allergy patient 
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to keep your allergy TWISTON 
alert. Twiston is unsurpassed for symptom control. ..-anti-allergic 
Twiston is effective in unusually low dosage: has a -+-anti-side effects 


prolonged duration of action—drowsiness rarely occurs. 


available as: 
No toxicity reactions reported. 
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the ’teens—a time of transition 


No longer a child, not yet a woman — surely 
the period of early female adolescence when 
your special counseling is needed. A word of 
advice to the youngster of menarche age may 
quiet her apprehensions and prepare her to 
accept all the important transitions of the female 
cycle. When your advice includes the use of 
Tampax ®_- the modern tampon method of pro- 
tection — you are offering your patient, in addi- 
tion, the reassurance of safe, complete, discreet 
menstrual hygiene. 

Tampax is frictionless and nonirritating — 
scientifically designed to conform to the female 
structure. It will not cause erosion or block the 
menstrual flow. Because Tampax provides 
internal protection, it does not favor the develop- 
ment of odor or establish a bridge for the entry 


of pathogenic bacteria. Tampax does afford easy 
management, easy disposal. And since wide 
clinical evidence confirms that virginity is not a 
contraindication to its use, Tampax is suitable 
for every age of the menstrual span. Youngsters 
especially appreciate Tampax at gym and swim 
time. There are no encumbrances to interfere 
with activity or to cause embarrassment. The 
older girl favors Tampax because of the social 
poise it makes possible, despite “the time of the 
month.” Tampax is available in three absorb- 
encies to meet varying requirements. 

Why not suggest “Tampax” to your teenage 
patients? Its matter-of-fact simplicity, safety and 
security are outstanding features —sure to be 
welcome now and in the years ahead. Tampax 
Incorporated, Palmer, Massachusetts. 
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You can see for yourself the efficient detergent action of 
Trichotine solution in reducing promptly a cervical plug 
(using a saturated cotton pledget), or washing away the 
“cheesy” exudate of monilia. 


TRICHOTINE is just as effective for therapeutic irrigation by your patient at home 
The same qualities — detergency, antisepsis, healing — 
make Trichotine ideal for the treatment of cervico-vagin- 
itis and leukorrheas, alone or in conjunction with other 
antimicrobials. In the itching, burning, and foul odor of 
non-specific vaginitis and leukorrhea the action of Tri- 
chotine is immediate and gratifying to the patient. 


The more you expect of a douche, the more you wiil use 

Trichotine in the office and prescribe it for home irriga- 

The on, and recommend it as well for postmenstrual and 
modern postcoital hygiene. 


*s JRFACE TENSION: TRICHOTINE 34 DYNES; VINEGAR 60 DYNES; TAP WATER 70 DYNES. 
detergent ps masta ' 


~~ TM RICHOTINE 


THE FESLER COMPANY, INC. 375 Fairfield Avenue, Stamford, Conn. 











What does high “ABA” 


mean to yous 


High serum levels of antibacterial 


activity mean fewer treatment 
failures in severe infections or in 
infections only marginally sensi- 
tive to penicillin. In other words, 


“ABA” means... 


high 


consistently dependable 


clinical results 


V-CILLIN K’ 


(penicillin V potassium, Lilly) 


intense antibacterial activity 


V-Cillin K produces greater anti- 
bacterial activity in the serum 
against the common pathogens 
than any other oral penicillin.'-$ 


unsurpassed safety 


No form of penicillin has been 
shown to be less allergenic or less 
toxic than V-Cillin K.4:5 


proved clinical effectiveness 


Documented experience with 
penicillin V and potassium peni- 
cillin V reveals the clinical excel- 
lence of V-Cillin K. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


133216 





Lilly 


Qeaury /meseance/mmeeety i 





Now at lower cost to 
your patient 


Prescribe V-Cillin K, in scored 
tablets of 125 and 250 mg., or 
V-Cillin K, Pediatric, in 40 and 
80-cc. bottles. 
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The Cervical Factor in Infertility 


Elisabeth B. Ward, M.D. 


Nor T0O LONG AGo the investigation of an 
infertile couple consisted of determining the 
patency of the fallopian tubes, the presence 
or absence of ovulation, and gross evaluation 
of the semen. 

Recently, new information has made it 
possible to carry out a much more detailed 
and precise investigation covering many as- 
pects of the complex process of conception. 
Well-informed lay people now understand 
that infertility is a mutual problem for the 
couple and that the problem may be due to a 
deficiency in either or both partners. 

The new interest in the details of concep- 
tion has resulted in a considerable increase in 
knowledge regarding even small facets of the 
problems. The cervical factor, formerly 
thought to be of little importance, has now 
been shown to play a large role. 

It is the purpose of this paper to outline 
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procedures for the evaluation of the cervical 
factor in infertility, to show the significance 
of certain physical and chemical properties of 
cervical mucus in relation to sperm migration, 
and to discuss treatment. 

Before starting specific infertility studies it 
is essential that a careful history and physical 
examination be done. This may reveal general 
deficiencies that can be treated at once. It 
may also reveal severe emotional or physical 
problems that would make pregnancy un- 
wise. Seminal, tubal, and ovarian factors must 
have been evaluated sufficiently to rule out an 
absolute sterility; this could be due to gonadal 
dysgenesis, obstructions of the fallopian tube, 
or an endometrium unable to respond to hor- 
mone stimulation. The latter may result from 
mechanical destruction of the endometrium 
by dilatation and curettage, from tuberculosis, 
or from radiation. If such conditions are not 
present a complete infertility study is justi- 
fied. MacLeod' has demonstrated that sperma- 
tozoa of only fair quality may be capable of 
producing conception when the biochemical 
environment of the female reproductive tract 
is favorable. Spermatoza of excellent quality 
may be capable of producing fertilization even 
if female sex hormone is not produced in 
optimal quantity. 

The importance of the cervical mucus was 
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recognized almost 100 years ago by the great 
clinician Simms. According to Steinberg,’ 
Simms stated that it must be determined “. . . 
whether the secretions of the cervical canal 
are favorable or not, and the viability of the 
spermatozoa.” It is remarkable that Simms 
also stated that the test is likely to be positive 
when the cervical mucus becomes clear and 
translucent. 

Today the precise incidence of the cervical 
factor has been reported to be from 26 to 70 
per cent. Mazer and Israel* reported an inci- 
dence of 26 per cent, Steinberg’ an incidence 
of 44 per cent; Overstreet* reported 70 per 
cent of infertile women he examined had le- 
sions of the cervix but he emphasized that 
many of these doubtless were not barriers to 
fertility. Yet Grant,’ in a study of 5,000 in- 
fertile women, found a lack of sperm pene- 
tration of the cervical mucus in 70 per cent 
of the women when first examined. 


DIAGNOSTIC PROCEDURES 


Diagnostic procedures for the study of the 
cervical factor consist of inspection, sound- 
ing of the cervical canal, cervical and vaginal 
smears, study of the cervical mucus at ovula- 
tion, and postcoital tests to determine the 
quality and the quantity of migrating sperma- 
tozoa. 

The cervix should be inspected with a 
speculum before a bimanual examination is 
done. Papanicolaou smear of cervical secre- 
tions is first taken for cytological study. Then 
cells from the cervix and vagina are obtained 
by a swab and suspended in saline to evaluate 
the presence of cervicitis. A specific diagnosis 
of trichomonas or Monilia can be made and 
treatment started at once. Lacerations, con- 
gestion, polyps, or suspicious lesions of the 
cervix are noted. Biopsies are taken when in- 
dicated, polyps removed, and other lesions 
treated. Cervical erosion may be treated by 
chemical or light thermocauterization. Exten- 
sive cauterization is believed by many to de- 
stroy so many mucous glands that the de- 
ficiency of mucus will be unfavorable for 
conception. 

The size of the cervix is related to ovarian 
function. The small elongated cervix that is 
nearly as long as the uterus indicates that 
ovarian function should be carefully studied. 
The position of the cervix is of little import- 
ance in the process of insemination unless the 
uterus is fixed in the retroverted position. 

A careful bimanual examination should be 


carried out prior to sounding the cervical 
canal to determine the size and position of 
the uterus. Thus one avoids the danger of 
interrupting an unsuspected pregnancy, per- 
forating the uterus, and of traumatizing the 
cervix by having the sound fail to follow the 
course of the cervical canal. 


PROPERTIES OF CERVICAL MUCUS 

The physical and chemical properties of 
cervical mucus vary throughout the men- 
strual cycle (Table 1). It will be noted that 
these properties are similar premenstrually 
and postmenstrually in the fertile ovulating 
woman. However, there is a notable change 
just preceding the time of ovulation. The 
postmenstrual mucus is thick, opaque, and 
scanty. Just before ovulation it becomes thin, 
clear, and profuse. Stevenson® estimated a ten- 
fold change in amount of mucus present post- 
menstrually to that present at the time of 
ovulation. 

The mucus should be aspirated from the 
cervix with a pipette and placed on a slide, 
using a cover glass. The length to which this 
mucus can be stretched before breaking is 
noted in centimeters. Immediately premen- 
strually and postmenstrually this length is 1 
to 2 cm. at most. As the estrogen level rises 
before ovulation the mucus will stretch up to 
10 to 15 cm. before breaking. This measure- 
ment is called “spinnbarkeit,” a name given to 
it by Clift.’ 

It has been found that the day on which 
the spinnbarkeit is the greatest in the human 
female is the day of optimal receptivity to 
spermatozoa. On a basal body temperature 
graph, maximum spinnbarkeit will occur us- 
ually just before the temperature change. 

The mucus that has been tested for spinn- 
barkeit is allowed to dry on the slide. It is 
then examined under a microscope to de- 
termine if crystallization with arborization 
has resulted. Papanicolaou® first reported this 
phenomenon of fernlike formation in cervical 
mucus. Roland® showed that its occurrence 
was related to high levels of estrogens and 
that it occurred particularly at the time of 
ovulation. Campos da Paz’® pointed out that 
progesterone inhibits arborization. Zondek™ 
has shown that arborization is found not only 
in cervical mucus but in most body fluids in 
the dry state. This reaction is nonspecific 
elsewhere, but in cervical mucus it is depend- 
ent upon the action of estrogenic hormone, 
which stimulates cervical glands to produce 
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mucus containing sufficient electrolyte to pro- 
mote ferning. 


When cervical mucus shows arborization 
followed by its absence in the premenstrual 
phase of the cycle, it can be assumed that 
the cervical glands are functioning normally, 
that estrogenic hormone is being produced, 
and that progesterone is being produced in 
amounts sufficient to prevent arborization of 
estrogenic hormone. None of these findings is 
proof of ovulation. A biphasic temperature 
curve and secretory premenstrual endome- 
trium must be found to be certain ovulation 
has occurred. 


The failure of this pattern to occur 14 days 
premenstrually may be due to hypo-ovarian 
activity, infection, or inability of the cervix 
to respond to hormone stimulation. Hypo- 
ovarian activity may be such that even though 
ovulation occurs, the amount of estrogen is 
not sufficient to produce large quantities of 
mucus or arborization. When arborization 
continues to occur over a period of a week, 
an anovulatory cycle is occurring. 


Microscopically the cervical mucus is 
found to contain many leukocytes both pre- 
menstrually and postmenstrually. In the 
fertile woman these leukocytes disappear near 
the time of ovulation. De Allende’* has shown 
there is an abrupt change of from 20 to 30 
per cent cornified cells premenstrually and 
postmenstrually and to as high as 90 per cent 
fully cornified cells at ovulation. 


MIGRATION OF SPERMATOZOA INTO 
CERVICAL MUCUS 


Postcoital tests of cervical mucus can give 
invaluable information as to the cause of in- 
fertility. Because there is maximum migration 
of spermatozoa when the estrogen level is 
highest, this test must be done at the time of 
ovulation. The accuracy of timing must be 
checked by correlating the time of tempera- 
ture change and the day of miximum spinn- 
barkeit. The best time is often when the low- 
est temperature reading occurs, usually a day 


or two before the temperature rises to the 
level produced by progesterone following ovu- 
lation. Cohen and associates'® - believe that 
the maximum spinnbarkeit is the preferred 
criterion for evaluating the day of ovulation. 
They used the day of maximum spinnbarkeit 
to determine the optimal time of insemination 
in 107 women, and reported that 73 women, 
or 68 per cent, became pregnant—35 within 
the first month of insemination, 16 after only 
one insemination. 

Instructions to the patient for the postcoital 
test should specifically state that lubricants 
must not be used, that no douche shall be 
taken for at least 48 hours before the test, 
that she should remain in bed one hour after 
coitus, and that she should report for testing 
6 to 8 hours after coitus. Williams’ has 
shown that postcoital examinations performed 
soon after coitus are highly inaccurate as a 
means of determining sperm vitality. Sperma- 
tozoa from the healthy sperm population 
commonly survive in normal ovulatory cerv- 
ical mucus for 24 hours. If the mucus is faulty 
or the spermatozoa of poor quality, few will 
be present at 6 to 8 hours after coitis. 

Postcoital testing is done by aspirating 
cervical mucus with a pipette. Mucus at the 
external os may be examined if desired. It is 
essential that after this mucus is removed, 
mucus should be obtained from the endo- 
cervix and carefully examined. Some workers 
also aspirate the uterus to determine if sperm- 
atozoa have migrated there. 

To examine the postcoital cervical mucus 
the aspirated endocervical mucus is placed on 
a slide and immediately covered with a cover 
slip. A general evaluation is made under the 
lower power of a microscope. The uniform- 
ity of cellular content is noted. White blood 
cells are evaluated as 0 to 4+ in high power 
field. The number of spermatozoa is counted. 
The percentage of these is determined: those 
that show good linear progression, those that 
show motion but no progression, and those 
that are nonmotile. 


In a series of 416 women, each of whom 








TABLE 1 
Properties of Cervical Mucus 
Day of menstrual cycle 7 10 13 15 25 
Quantity ! 4-4. ie ae a ae ie } 
Spinnbarkeit 1 cm. 6 cm. 15 cm. 12 cm. 3 cm. 
Ferning 0 0 ++++ 0 0 
Sperm survival 0 + ++++ +++ + 


Leukocytes ahs ale wa eae ry 0 
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became pregnant within three months of the 
last postcoital test, Grant® found that in 90 
per cent of the tests migrating sperm were 
present in the cervical canal or in the fundus 
of the uterus. The number of forwardly mi- 
grating sperms varied in most instances from 
1 to 10 per high power field of the micro- 
scope. This is in contrast to their fertility 
study of 2,220 women on their first postcoital 
tests. In those cases, only 36 per cent showed 
migrating sperm. All of the tests were per- 
formed when ovulation was thought to be 
occurring, (estimated by a basal body temp- 
erature graph) in from 6 to 8 hours after 
intercourse. He concluded that if the result 
of the postcoital test is positive, the cervical 
factors can then be eliminated as a cause of 
infertility. 

Failure to find migrating spermatozoa in 
the postcoital test requires the study of cer- 
vical, seminal, and ovarian factors. Endocer- 
vical infections may be present without evi- 
dence of a lesion on the external surface of 
the cervix. All cervical infections should be 
treated even though there is considerable con- 
troversy about the relation of infections to 
fertility and specifically to sperm migration. 
Many pregnancies occur when cervicitis is 
present; yet Grant,®> who reported on 5,000 
postcoital tests performed in his infertility 
clinic, stated that when sperm did not migrate 
into the mucus, 70 per cent showed the pres- 
ence of polymorphonuclear leukocytes. His 
over-all incidence of subfertile seminal assays 
was 42 per cent. This would seem to be sig- 
nificant. 

To evaluate the seminal factor as a cause 
of a negative postcoital test, knowledge of the 
fundamental health of the spermatozoa is es- 
sential. Criteria for judging this are presented 
by the American Society for the Study of 
Sterility,’ and are as follows: Liquefaction 
should occur in 10 to 30 minutes, there should 
be a volume of 2.5 to 5 ml., 20 to 30 million 
spermatozoa per milliliter, of which 60-70 
per cent show vigorous linear progression and 
80 per cent have normal heads. Recently Mac- 
Leod' and associates demonstrated that mo- 
tility is the most important single factor and 
that there is no increase in fertility potential 
with sperm counts over 20 million, provided 
at least 50 per cent show excellent linear pro- 
gression. Williams'* reported that of a group 
of 168 men with severe somatic disease, 21 
were able to effect pregnancy; in only one 
man was there more than a 50 per cent ab- 


normal morphology of the sperm. He con- 
cluded that if any motile sperm are found in 
the cervical canal, conception is always possi- 
ble when other factors are favorable. 

It has been demonstrated that there is maxi- 
mum sperm penetration of cervical mucus 
when the level of estrogen is the highest. 
Grant’ states that if the fern pattern is present 
in cervical mucus, indicating high levels of 
estrogen, the failure of spermatozoa to in- 
vade is not due to a female factor. If the 
fern test is negative the sperm may still in- 
vade, but those with poor motility will fail 
to do so. Sperm with good linear progression 
can penetrate the cervical mucus at the rate 
of 0.25 mm. per minute in premenstrual and 
postmenstrual phases, but can travel at the 
rate of 3 mm. per minute in the ovulatory 
mucus." 

We have little knowledge of the forces 
that influence the passage of spermatozoa, 
which measure 0.05 mm. in over-all length 
from head to tail, through the 5,000 to 6,000 
mm. length of the fluid-coated uterine canal. 
Rubenstein’® has found sperm at the fallopian 
fimbria in one hour. Theoretically, this could 
occur by sperm migration alone. Hartman‘ 
and others believe that the contractions of the 
musculature of the female genital tract play 
a major role in helping the sperm to reach 
the ovum. Motility and chemical changes 
causing “capacitation” of spermatozoa as de- 
scribed by Noves'® are then essential for 
fertilization. 

Biochemical determinations to evaluate the 
mechanism of the changes in cervical mucus 
favoring sperm migration are being studied 
intensively. Gross'® stated that most of these 
changes are considered to be the result of the 
rising tide of estrogen concentration associ- 
ated with ovulation, and the subsequent ap- 
pearance of progesterone. Estrogen is made 
available from the gradually developing fol- 
licle from which will emerge the mature ovum, 
and perhaps also from the accessory follicles. 
The changes observed in the female repro- 
ductive tract, as a result of the increased 
estrogen production, vary according to the 
sensitivity of the receptor’s structures to es- 
trogen stimulation. It would appear that the 
tissues in the order of sensitivity to estrogen 
from the most to least sensitive is the vaginal 
mucosa, the uterine epithelium, and the endo- 
cervical canal. This relation of sensitivity of 
the endocervical canal to estrogen stimulation 
makes this area best suited for evaluating the 
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phase of ovulation. Gross’® further stated that 
sperm may retain their fertilization potential 
longer by restriction of aerobic respiration. 
The maintenance of an aerobic medium ap- 
pears to depend on the action of estrogen 
and perhaps the mechanism of oxygen uptake 
is reserved for the period of actual fertiliza- 
tion and subsequent energy-consuming cyto- 
kinesis. It is certain that the level of estrogen 
plays a key role in fertility. The current be- 
lief is perhaps best summed up by Velardo*’ 
who stated that normal fertilization depends 
on a multiplicity of endocrine factors acting 
together, involving estrogen, its metabolites, 
and other steroid elements. 

Treatment with hormonal therapy for im- 
provement of cervical mucus must be given 
with a thorough understanding of the many 
metabolic interrelationships of the hormones 
produced by the pituitary, adrenal glands, and 
ovaries. It must be remembered that estrogen 
will stop ovulation if given in large doses, and 
even small doses given 3 to 4 days before 
expected ovulation may be followed by an- 
ovulatory cycles or amenorrhea. 


DISCUSSION 


Each year our knowledge of basic cellular 
physiology increases, and with it our under- 
standing of the biochemistry of reproduction. 
More accurate simple methods for evaluation 
of the quality of motility of spermatozoa are 
needed. Biochemical factors in the cervical 
mucus, uterus, and fallopian tubes, which 
promote good linear motility of the sperma- 
tozoa, need to be better understood. Estrogen 
appears to be the great pacemaker.*’ This 
helps us to understand why it is so important 
to treat the patient and not one special factor 
in cases of infertility. Estrogen production is 
dependent on stimuli from the cerebral cor- 
tex, the hypothalamus, the pituitary, adrenals, 
thyroid, and the ovaries. The entire body 
mechanism relates to emotional and physical 
health, including adequate diet and rest. Suc- 
cess in helping the apparently infertile couple 
is therefore proportional to the completeness 
with which the couple is evaluated and 
treated. In the younger age group, 40 per 
cent of the infertile women can be helped, 
but the success rate drops to 25 per cent after 
30 years of age.' 

Those who will never be able to have chil- 
dren must be promptly so advised. Adoption 
of children is not always the answer for them, 


J.A.M.W.A.—May, 1961 


but it is essential that it be discussed as soon 
as an absolute sterility is determined. When 
the chances of pregnancy seein slight, the 
couples should be so informed. Should preg- 
nancy not occur within five years, even after 
thorough investigation and treatment, the 
couples should be helped to evaluate the de- 
sirability of applying for adoption of babies. 
Most agencies do not consider couples for 
adoption who are more than 40 years of age. 
Most of all, let the physician see to it that 
the truly infertile couple is helped to a better 
adjustment to their marriage and future life. 


SUMMARY 


1. The study of cervical mucus gives valu 
able information in the evaluation of the cause 
or causes of infertility. 

2. The physical and chemical properties of 
cervical mucus vary with the day of the men- 
strual cycle, the amount of estrogen and 
progesterone being produced, the ability of 
the mucus glands to respond to this stimulus, 
and the presence of infection. 

3. Postcoital examination of cervical mucus 
will show migrating spermatozoa in 90 per 
cent of women just prior to conception, 
whereas 70 per cent of these tests will be 
negative when the infertile woman is first 
examined. 

4. In treating the infertile couple success 
will be proportional to the thoroughness of 
the evaluation of all factors—especially sem- 
inal, cervical, tubal and uterine—and to the 
understanding of the interrelationship of 
many of these factors. 
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Suggestions to Simplify Breast Feeding 


Brigitte Nelson Streeter, M.D. 


THE LITERATURE ABOUT breast feeding has 
gradually simmered down to two areas of 
agreement: breast feeding is not necessary for 
the measurable well-being of the infant, and, 
breast feeding is natural and still desirable.’ 

Mothers often take nursing for granted, 
and are able to do so without, or against, in- 
structions. Sometimes there is revulsion and 
refusal of breast feeding, sometimes ambiva- 
lence. 

Those who take breast feeding for granted, 
or who refuse to breast feed their babies, are 
best left alone. Those who experience am- 
bivalence comprise the largest group in this 
country; in these instances, advice may make 
a good deal of difference in the mother-child 
relationship and in other aspects of their 
well-being. 

Most physicians agree that it is important 
to avoid stimulating guilt feelings in the 
mother who ends up not breast feeding, to 
encourage the mother’s confidence in herself 
as a breast feeder, to help her establish a re- 
laxed attitude, and to teach her techniques 
to facilitate breast feeding. 

Unfortunately, teaching the new mother 
these techniques often discourages her and 
creates tension by the multitude of difficult 
sounding do’s and don’t’s. 

I shall add some more do’s and don’t’s, but 
these are for the adviser, the doctor or nurse, 
not for the breast-feeding mother. Having 
been in both roles, I know that it is not easy 
to stand by and watch an ambivalent and in- 
experienced mother trying to breast feed 
her baby without too much interference. On 
the other hand, I know the amazing helpless- 
ness and hypersensitivity a woman is apt to 
feel during the puerperal period. 





Dr. Streeter, a pediatrician in Cleve- 
land, was formerly Clinical Assistant in 
Pediatrics at Yale University Medical 
School, New Haven, Conn. 
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Breast feeding, like other aspects of repro- 
duction, is not easily accessible to strict 
“scientific” investigation, because of the deli- 
cate and intricate interplay of emotional and 
physiological factors, and the important role 
of subjective sensations. Because not many 
women with scientific training have reported 
on breast feeding their babies, I was urged 
to jot down notes on the nursing of my own 
four children. From these notes and from 
informal discussions with other women, some 
also trained in scientific observation, some 
suggestions have emerged. The babies dis- 
cussed were and are basically healthy chil- 
dren who were breast fed for at least 3 
months, and many of them for as long as 9 
months. 

In our mechanical age it may be necessary 
to stress the unmechanical function of the 
nursing process, and it is good to point out 
that most rules can safely be broken some 
of the time. 

The physiology of lactation—nervous and 
hormonal control*—should be discussed with 
the mother in general terms, with stress on 
the following facts. 1. Emptying a breast is 
important for refilling. This can be felt after 
a while without having to measure it by the 
clock. 2. While, in general, the amount of 
milk produced is proportional to the amount 
of sucking stimulation, this does not mean 
simply that one feeding with a lot of sucking 
will produce more milk the next 3 or 4 hours. 
The increase and decrease of milk supply 
seems to be regulated on a 24 to 48 hour cycle. 
3. Milk flow that has been slowed down by 
tension, by dehydration, or by temporary 
interruption of breast feeding can be started 
up again by more frequent nursing. 

Too often breast feeding is considered a 
hospital function.** The staff talks as if “this 
is the way a baby is breast fed” when, ac- 
tually, the patterns and phenomena during 
the first 5 days are different from those of 
the first 2 to 8 weeks, which again are differ- 
ent from the next several months. Mothers 
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may get the impression that breast feeding a 
baby means throughout its course painful 
uterine contractions each time; painful nipples 
at the start of each nursing period (which can 
be present to some extent for as long as 6 
weeks); nursing the baby 6, 8, or 12 times 
a day (useful sometimes during the first 2 
weeks); heavy, large breasts; milk leaking 
(construction of the nursing mother’s bra- 
sierre encourages this belief); and keeping the 
nipples surgically clean with alcohol sponges 
and handwashing rituals. 

It is helpful for the new mother to know 
that all this is “just a phase,” and that breast 
feeding gets simpler and more comfortable 
along the way. Actually, the ease and con- 
venience of breast feeding becomes most ap- 
parent at the time when a lot of women have 
stopped, after the baby is 8 weeks old.**? When 
a 3 to 4 times a day schedule is established, it 
can be fitted into the family schedule partly 
by offering solid food at times other than the 
breast feeding. The baby has enough muscular 
control to adjust himself to a variety of the 
mother’s positions, and enough ability to com- 
municate to be a lot of fun. 

There are several ways in which even a 
routine hospital setup could be made more 
helpful for getting nursing under way. 

A back support helps the mother while 
nursing. While after a few days it may be 
more comfortable to nurse lying down, it is 
just about impossible to get a newborn infant 
going at the nipple unless you sit up, use 
both hands for support of the baby and for 
finding and squeezing® the nipple in_ his 
mouth. 

The mother may be asked whether she 
wants to nurse the baby sitting up or lying 
down. An inexperienced mother does not 
know this, although she may think she does, 
and she should be given the opportunity to 
try both while help is available. 

All incoming telephone calls for the mother 
should be intercepted. A telephone can be 
invaluable in reassuring the mother and older 
children of each other’s well-being, but the 
time should be picked by the new mother so 
that the much-praised (and rightly so) calm 
and relaxation may prevail. 

Sterile technique procedures, except where 
absolutely necessary should be avoided. The 
delay can be frustrating and tension-produc- 
ing for both mother and child. 

New mothers can use help with planning. 
Several articles* mention “an experienced 


baby nurse,” who would help the young 
mother learn to take care of her baby. There 
may be such people, but I have yet to meet 
them. Most nurses who do a good job with 
new babies enjoy feeding the babies—much 
the most interesting procedure for the babies 
at this stage of their lives—and have to put 
real brakes on themselves to allow the new 
mother to do it. A good maid or iiousekeeper 
who will take care of all household duties ex- 
cept for the baby, is usually more effective in 
providing a calm, relaxed atmosphere. 

There are many small points that would be 
helpful, particularly if allowed to come up 
in informal discussions rather than in an ava- 
lanche of instructions, for example: it is nice 
to be completely relaxed while nursing the 
baby, but often just voluntary relaxation of 
the mother’s muscles will be enough to let an 
otherwise fidgety baby settle down to effec- 
tive sucking. 

The mother should be instructed that it 
may or may not be necessary to “bubble” 
the baby; all kinds of positions can be tried. 

Supplementary formula may be low-calorie, 
large-volume (dried, skimmed) milk. This 
will temporarily satisfy the baby, but will 
make him hungry sooner the next time, so 
that the mother’s supply is not thrown out 
of balance too much. Babies often take such 
a formula from anyone but their nursing 
mother. 

Probably many more such suggestions can 
be added by other women physicians. It is a 
worth-while project and could be worked out 
in a generally applicable guide to nursing. 
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The Treatment of Methanol Poisoning: 
a Review" 


Anita Peek Gilger, M.D. 


BLINDNESS OR DEATH from methanol poison- 
ing is a continuing problem in this country 
and in others. During World War II, 6 per 
cent of all blindness in the Armed Forces of 
this country was caused by methanol.’ This 
figure does not include methanol victims who 
were blind at death. In 1951 an epidemic of 
methanol poisoning in Atlanta involved 323 
people, 41 of whom died.? Small epidemics 
continue to be reported, and poisoning is en- 
demic in our larger cities. Most poisonings 
are by ingestion; bootlegged alcoholic bever- 
ages, antifreeze mixtures, and other industrial 
solutions are the chief sources. Poisoning by 
inhalation is no longer a problem in this coun- 
try due to industrial controls (exposure to 
methanol concentrations greater than 200 
parts per million of air is considered unsafe).* 
Poisoning rarely occurs by extensive skin 
absorption. 


CLINICAL COURSE 


A brief summary of the pathogenesis and 
clinical course is needed for understanding 
the rationale of therapy. In primates methanol 
poisoning acts like a threefold disease:* disease 
1 is narcosis, due to the toxic effect of the 
alcohol itself; disease 2 is the metabolic aci- 
dosis; and disease 3 is the specific nervous sys- 
tem involvement (retina and basal ganglia). 
Diseases 2 and 3 are due to a toxic oxidation 
product of methanol, considered to be either 
formaldehyde or a formaldehyde complex. 


*This work was supported by grant B-2774 from 
the National Institutes of Health, U. S. Public 
Health Service, Bethesda, Md. 





Dr. Gilger is Senior Instructor in 
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Typically, the victim goes on a drinking 
spree resulting initially in intoxication, (dis- 
ease 1). Only exceptionally is a case reported 
in which sufficient methanol has been drunk 
to cause an early death in less than 12 hours, 
with the symptomatology being largely that 
of alcoholic narcosis. Experimental data’ sug- 
gest that the average size man would have to 
drink two “fifths” of 100 proof methyl] alco- 
hol to kill himself from disease 1. 

Usually the methanol victim undergoes a 
latent period of approximately 24 hours, with 
considerable individual variation in times. 
During this latent period he has no symptom- 
atology or only that associated with a hang- 
over, headache, or vomiting. However, in the 
latent period a metabolic acidosis develops, 
often resulting in plasma carbon dioxide com- 
bining capacities below 25 vol. per 100 cc. At 
this time the patient may seem clinically 
normal, but acidotic coma and death may in- 
tervene rapidly, in many cases in a few hours, 
and in some cases in a matter of minutes.* 
Acidotic coma occurs, being associated usu- 
ally with shock and occasionally with con- 
vulsions; death is from respiratory failure. 
The severe abdominal pain that sometimes 
occurs is ascribed to acute pancreatitis; its 
pathogenesis is not clear.* 

Disease 3, involvement of the nervous sys- 
tem, typically occurs at about a half a day 
after the onset of the acidosis.’ It is neither 
caused by nor necessarily associated with the 
acidosis.* The prominent nervous system in- 
volvement is ocular: edema of the retina and 
optic disc, with or without hemorrhages and 
exudates, in association with variable decreases 
in vision down to loss of light perception. 
The pupils are dilated, reacting sluggishly or 
not at all to light. Early visual field changes 
are primarily central. In the first weeks some 
improvement in vision is the rule. In severe 
cases, however, later optic atrophy occurs 
with further loss of peripheral vision. The 
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brain sometimes shows destructive lesions in 
the basal ganglia.*® Extensor rigidity and 
tremor are occasionally reported.** 


DIAGNOSIS 


The presumptive diagnosis of acute meth- 
anol poisoning should be made if one or both 
of the following conditions are found: a his- 
tory of poisoning and severe metabolic aci- 
dosis not caused by other diseases, such as 
diabetes mellitus. Positive chemical identifica- 
tion of methanol is by a modification of the 
bichromate method,'® a determination that 
cannot be done on an emergency basis. To 
prevent blindness and/or death, treatment 
must be started with only a presumptive 
diagnosis. 


GENERALLY ACCEPTED METHODS OF 
TREATMENT 


Alkalinization. The first step for patients 
with acidosis is treatment with alkali. Severity 
of acidosis is best gauged by the plasma car- 
bon dioxide combining capacity. Iatrogenic 
alkalosis should be avoided. Dosage must be 
adjusted to the severity of the acidosis and 
the body weight of the patient. Van Slyke’s 
nomogram'''” correlating these three factors 
may be used for calculating doses (Table 1). 


TABLE I 


Estimated Doses of Base for Treating Acidosis in 
Methanol Poisoning* 





Millimoles of Baset Needed for 


Plasma CO, Body Weights of: 











Combining 

Capacity 30 50 60 70 80 90 

(Vol. %) Kg. Kg. Kg. Kg. Ke. Kg. 
40 179 298 345 405 464 536 
35 226 369 440 = 512 583 666 
30 262 40 0 8=65536— ss 619—s 7022 797 
25 309 512 619 726 821 928 
20 357 595 702 821 940 1,059 
15 405 666 797 928 1,059 1,190 
10 440 738 881 1,035 1,178 1,321 
*Doses are those required to raise the CO, combining 

capacity to 60 vol. per 100 cc. (Data derived from Van 

Slyke"). 


tMolecular weight of sodium bicarbonate is 84, of so- 
dium lactate, 112. 


Another method of calculating dosage is the 
use of the following rule: 4 ml. of M/6 sodium 
lactate will raise the carbon dioxide combining 
capacity of 1 Kg. of body weight by 1 mEq. 


The factor, 0.423, with which to multiply vol. 
per 100 cc. of carbon dioxide, in converting to 
milliequivalents, assumes a normal pH. 

Because of the rapid onset of acidosis and 
its persistence, signs of its occurrence must 
be watched for continuously and therapy must 
be prolonged until acid production has ceased. 
Relapses may occur. Unless facilities are over- 
strained by a large epidemic, carbon dioxide 
combining capacities should be checked every 
four hours. Only as a makeshift procedure can 
an alkaline urine pH be used as a guide point 
to terminate alkalinization. Present research’ 
suggests measurements of blood pH may 
provide a more rapid but reliable guide to 
therapy in methanol poisoning. 

Sodium bicarbonate is given orally (by 
gavage if necessary) or intravenously in a 5 
per cent by weight solution. Sodium lactate 
is given intravenously in 1/6 molar solution. 
If sterile solutions of base for intravenous use 
are not available, it is safe simply to weigh out 
50 Gm. of a kitchen preparation of sodium 
bicarbonate and dissolve it in a liter of sterile 
parenteral fluid. Bennett and co-workers’ gave 
about 1,200 liters so prepared to their pa- 
tients, with only one patient having a mild 
febrile reaction. Boiling of sodium bicarbon- 
ate solutions causes loss of carbon dioxide. 

Patients requiring extensive alkalinization 
may develop hypokalemia. Irreversible dam- 
age from hypokalemia has not yet been re- 
ported in methanol poisoning.'® Therefore, it 
would seem wise that vigorous potassium re- 
placement should be attempted only if facili- 
ties are available for serum potassium studies. 

Ethanol Therapy. Repeated doses of ethanol 
given early in the course of methanol poison- 
ing prevent both acidosis and nervous system 
damage.’*> Apparently even modest amounts 
of ethanol compete successfully with meth- 
anol for the same oxidative enzyme. The 
ethanol is preferentially oxidized to innocuous 
products, while, if this situation is maintained 
for several days, the methanol is excreted as 
such without forming toxic oxidation prod- 
ucts. Later in the course of the poisoning, 
when methanol has already been converted 
into formaldehyde, ethanol therapy is without 
avail. It is therefore recommended that the 
following oral dosage schedule be given to all 
patients seen within two days after methanol 
poisoning: 0.75 Gm. ethanol per Kg. of body 
weight at once, followed by 0.5 Gm. ethanol 
per Kg. of body weight every four hours for 
about three days. The strength of the ethanol 
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solutions are 10 to 20 per cent by weight for 
oral use and 5 per cent by weight for in- 
travenous use. Comatose patients can be 
treated by gavage. 

If acidosis is not yet present, ethanol can 
be used as the entire treatment. In past large 
epidemics, hospital beds became unavailable 
so that victims not showing clinical or labora- 
tory evidence of acidosis when first present- 
ing themselves for treatment were sent home; 
many were brought back later in critical con- 
dition or dead. It is therefore recommended 
that in future large epidemics this type of 
ambulatory victim be given this course of 
ethanol therapy in the emergency ward. For 
endemic cases without acidosis, hospital beds 
are sufficient for admission for ethanol ther- 
apy. Ideally, during ethanol treatment, plasma 
carbon dioxide combining capacities should 
be determined every four hours, as the de- 
velopment of acidosis indicates the need for 
supplemental alkalinization. 

Nonspecific Measures. Routine methods are 
indicated to combat shock or convulsions 
when present. Temporary respiratory stimu- 
lation may be accomplished by such drugs as 
caffeine or coramine. Epigastric pain should 
not be treated with narcotics because of the 
respiratory depression. Gastric lavage should 
be done only in the rare instance when a pa- 
tient presents symptoms a few hours after 
ingestion; methanol concentrations in the 
stomach contents of the fasted monkey are 
insignificant two hours after a large oral dose 
of methanol.’ 


DISPUTED OR EXPERIMENTAL METHODS 


The use of repeated cerebrospinal fluid 
drainage is controversial. Small series of cases 
have been reported in which elevated cerebro- 
spinal fluid pressures were found;'*?’ in other 
series, pressures were normal or subnormal.*** 
So far there have been no studies proving that 
spinal fluid drainage is helpful. 

Textbook recommendations of protecting 
the eves from light are based on three un- 
controlled rabbit experiments, which were 
soon disproved by another worker.** Eyes 
were not covered in the Atlanta epidemic;? 
and only about 2 per cent of the survivors 
were permanently blinded.*® 

Peritoneal dialysis has been tried experi- 
mentally in three patients.*° In dogs treated 
soon after poisoning, massive intravenous in- 
fusions? or dialysis with an artificial kidney”? 
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have been effective. Further work is needed 
to test the clinical efficacy of dialysis. Many 
other methods have been suggested for the 
therapy of methanol poisoning: raising the 
tissue levels of glutathione, causing a molyb- 
denum deficiency, use of glycine, amino- 
guanidine, sodium thiosulfate, or other chem- 
icals. These have either failed or have yet to 
be tested adequately in experimental animals.’ 


SUMMARY 


A review of the treatment of methano! 
poisoning has been presented. 

1. Death from acidosis can often be pre- 
vented by alkalinization. 

2. Death from acidosis and death or blind- 
ness from nervous system involvement can be 
prevented by ethanol therapy, but only when 
given early after poisoning. 

3. Experimental search for more effective 
antagonists to nervous system damage is con- 
tinuing. 
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Welcome AMWA Members 


We, of Branch 15, cordially welcome all members of the American Medical 
Women’s Association to the Annual Meeting to be held in Cleveland on Novem- 
ber 30 and December 1 and 2, 1961. 

We are proud that our city has been chosen to host this gathering of women 
physicians from all over the United States and we congratulate ourselves with the 
fact that one of our local members will become president of the national 
organization at that time. 

Although the significance of an organization like ours undoubtedly has 
changed since the day of its foundation we, as medical women, certainly have 
a specific task in the world of today. 

May we all contribute to the success of the meeting and in this way honor the 
women who did the pioneering work for us. 

—Ymkje M. Van Erp, M.D. 
President of the Women’s Medical Society of Cleveland 
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A Clinical Study of a New Contraceptive 


Cream-]el 


Sarah Marcus, M.D. 


THIRTY YEARS SERVICE, both as a clinician 
and as a member of the Medical Advisory 
Board of the Maternal Health Clinic of Cleve- 
land, has made me keenly conscious of the 
need for a simple and effective method of con- 
ception control. The diaphragm and _ jelly 
method, while acceptable, lacks the simplicity 
that many patients desire. Thus it was of great 
interest to me when several reports appeared 
indicating the surprising efficacy of the jelly- 
alone method. The present report deals with 
a study of a new vaginal cream-jel to be used 
without the diaphragm. 


METHOD AND MATERIALS 


The preparation used in the study was Im- 
molin Cream-Jel.* This product is an odor- 
less, white, rather viscous preparation con- 
taining methoxypolyoxyethyleneglycol |au- 
rate and nonylphenoxypolyoxyethanol as 
spermicidal agents. The gel is mucoid in char- 
acter and one is impressed with its adhesive- 
ness to mucous surfaces. It would appear that 
the gel provides a medium quite impenetrable 
to sperm, thus presenting a barrier to the 
sperm’s natural progress through the cervical 
canal. It has been said, in addition, that the 
product does not rely entirely on its barrier 
action for its effectiveness; that a physical 
alteration occurs in the cream-jel immediately 
on contact with semen, so that spermatozoa 
are arrested and killed.t According to Finkel- 


~ *Manufactured and supplied by Julius Schmid, 
Inc., New York City. 





Dr. Marcus is Chief of Obstetrics and 
Gynecology, Woman’s Hospital Ad- 
visory Board, Maternal Health Clinic, 
Cleveland, Obio. 
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stein and Goldberg’? who have conducted 
studies with Immolin, “Such inhibition of 
sperm migration is the point of real import- 
ance in a contraceptive chemical which is 
used without a diaphragm.” 

This study, which is still under way, was 
begun in January, 1959. This report concerns 
the first 25 patients. 

In evaluating this contraceptive preparation, 
the following criteria were used: all couples 
were within the reproductive age group, were 
of proven fertility, and presumably had such 
motivation as to remain on the study at least 
a year; all patients selected were from my 
private practice and ranged in age from 18 to 
40 years with a mean age of 28 years; and all 
patients had previously used some form of 
contraception such as condoms, vaginal in- 
serts, diaphragms and jellies, jellies alone, with- 
drawal, and rhythm. 

Patients were carefully instructed to insert 
one applicatorful (5 cc.) of the gel against 
the cervix. It was impressed upon each patient 
that a new application must be made with 
each exposure. Douching was permitted after 
6 hours, if desired. Patients were checked 
every 3 months with vaginal examinations and 
questions regarding patient acceptance and 
possible irritation. Noted also, was the pres- 
ence, or absence, of vaginal infections. 


RESULTS 


Tables I and II summarize the results of the 
study to date. It will be noted that 18 of the 
25 patients (72 per cent) have completed 12 
to 24 months on the study and actually rep- 
resent 311 patient months of use. The remain- 
ing 7 patients dropped out of the study for 
the reasons indicated in table II. Since this 
study did not involve evaluation of a method, 
but rather the efficacy of a product, these 7 
patients are not counted as product failures. 
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TABLE I 
Patients Using Immolin More Than 12 Months 








No. Patients Months Used ° Pregnancies Patient Months 

5 24 None 120 

1 22 None 22 

1 21 None 21 

1 18 None 18 

2 17 None 34 

8 12 None 96 
Toral 18 





- 


Actually, these 7 couples point up the diffi- 


culty one experiences in selecting patients 
with sufficient motivation to successfully con- 
juct a test such as this. Three patients ap- 
peared to lack adequate motivation, including 
one who claimed the product failed after 6 
months of use. This particular patient had 
never used any method except rhythm and 
Was anxious to have another pregnancy. It 
is unlikely that the patient used the product 
consistently, so that it should be counted as 
a patient failure rather than failure of the 
product. Two other patients who discon- 
tinued the product after 1 month’s use had 
used condoms previously and were not ac- 
customed to the increased lubrication. Fre- 
quently, such couples as these consider any 
jelly method messy. The one patient who 
changed her mind about wanting a pregnancy 
plans to return to the method. 

There were 7 other patients who used Im- 
molin for one year and, subsequently, 
planned a pregnancy. All 7 of these patients 
became pregnant, but plan to return to the 
product after delivery. 


DISCUSSION 


The Council on Pharmacy and Chemistry* 
formulated criteria for the testing of chem- 
ical contraceptive agents. One of their perti- 
nent recommendations is that “. . . each case 
reported should be observed for at least 12 


311 


months.” This provides, as far as possible, 
evidence of consistency of use over a suf- 
ficient period to indicate effectiveness by the 
accepted standard of pregnancies, per patient 
vears. 

Applying this recommendation, it appears 
that this series of patients, representing 311 pa- 
tient months of use, has had no failures. The 
study is being continued to further comply 
with the recommendation of the Council that 
“...a minimum of 70 patient years of experi- 
ence should be reported.” 

It is of interest to note, however, that 
Goldstein* previously reported on a series of 
101 women using Immolin Cream-Jel with 
an unplanned pregnancy rate of 2.01 per 
hundred years of exposure. Finkelstein and 
Goldberg’ likewise reported using Immolin 
Cream-Jel on 176 women for 3,354 patient 
months. The unplanned pregnancy rate for 
this study was computed to be 3.2 per 100 
vears of exposure. More recently, Julius 
Schmid, Inc. has put out a digest of interim 
clinical studies* on Immolin, which they have 
given me permission to cite: 


Dr. Bernard Abel of Miami, Fla., reported 
the use of Immolin in 32 private post-partum 
patients representing 479 patient months of use. 
One unplanned pregnancy was claimed after 6 
months of use. 

Dr. Herbert Friedel of Silver Springs, Md., 
studied 55 patients for 817 patient months. One 
pregnancy was attributed to product failure. 


TABLE II 
Patients Not Completing 12 Months 





No. Patients Months Used 


Reason for Discontinuing 





— 1 
vue 


Total 7 








Failed to use method, pregnancy resulted 

Did not like method 

Changed mind, wanted pregnancy 

Moved 

Did not use conscientiously, became pregnant 
Claimed product failed, but wanted pregnancy 
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Dr. Robert N. Rutherford, Associate Clin- 
ical Professor in Obstetrics and Gynecology, 
University of Washington, Seattle, reported 
using Immolin on 25 highly sexually active 
fertile couples. The number of exposures of 
this series averaged 2 to 3 per week, or a mean 
total of 3,250 instances of coitus per year for 
the 12 month study. One pregnancy was cited 
in a couple with a high fertility index, who 
had failed twice before using diaphragm and 
jelly, in one instance, and vaginal inserts in 
another. 

Dr. Goodrich C. Schauffler, Associate Clin- 
ical Professor, University of Oregon Medical 
School, Portland, reported studying Immolin 
in 26 patients for 263 patient months with no 
unplanned pregnancies. 


These preliminary reports, which cover 138 
fertile couples for approximately 1,800 pa- 
tient months of use with only 3 pregnancies, 
indicate a high efficacy in the contro] of con- 
ception. These studies would also seem to 
confirm the earlier studies of Goldstein and 
Finkelstein and Goldberg, as well as my own. 

In the studies already cited, no instance of 
irritation, or other undesirable side reactions 
were noted. Likewise, none were seen in this 
present study. 

A few patients complained of messiness, 
but invariably, these were patients who were 
not accustomed to the increased lubrication 
afforded by jellies. In only 2 instances was 
this factor sufficiently distasteful to discon- 
tinue use of the gel. 

Whether fortuitous or not, a more than 
average absence of vaginal infections was 
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noted in the women studied. Further investi- 
gation of this interesting facet is certainly in- 
dicated. 


SUMMARY 


Immolin Cream-Jel used without a dia- 
phragm to date has proved to be an effective 
contraceptive. There has been good accept- 
ance and careful follow up has shown no irri- 
tation. 

The present continuing study indicates the 
jelly-alone method to be simple and accept- 
able to those patients sufficiently motivated 
to practice contraception. 

In the author’s opinion, the study to date 
indicates that Immolin Cream-Jel when used 
as the sole contraceptive compares favorably 
with any method presently in use. 
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The American Medical Women’s Association is completing its journal files, hop- 
ing to bind the journals for a permanent record. The following issues are missing: 


Bulletin of the Medical Women’s National Association—1923 and 1924 
Quarterly Bulletin of the Medical Women’s National Association—1925 to 


1940 


Women in Medicine—Official Quarterly of American Medical Women’s As- 


sociation, Inc.—1941 to 1945. 


Any member who has any of the above issues is urged to send them to the 
AMWA, 1790 Broadway, New York City 19. 
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Use of Photographic Motion Analysis in 
Medicine 


John W. T. Van Erp, B.I., M.A.S.C.E. 


PHOTOGRAPHIC MOTION ANALYsis is an old 
deus ex machina, but the use of high speed 
movies is a relatively new development and 
therefore not yet widely used. The reason for 
this is partly that the cost of equipment and 
materials is high, and partly that the possi- 
bilities are not well known and recognized. 

The high speed motion picture is a means 
of slowing down movement so that the human 
eye can see and study it in detail. One can 
find the oldest examples of movement study 
in the nineteenth century, and, although they 
would not be classed in the category of what 
is nowadays called high speed movies, they 
already demonstrated possibilities of this 
method. I am referring to the studies of 
animal movement by Muybridge and Marey' 
—multiple exposure pictures. Considering the 
primitive equipment used, it is amazing how 
good the result was. 

In 1905 Athanasiu analyzed the ciliary 
movement of the clam gill. This achievement 
was quite remarkable because it was high- 
speed cinephotomicrography performed un- 
der the extreme limitations of the photo- 
graphic emulsions of that period.* With im- 
proved equipment, great possibilities were 
discovered in this country as well as abroad. 

In the conventional movie camera the film 
is stopped and started for each picture, which 
limits the speed of picture taking to about 250 
frames per second. Higher speeds are possible 
with the film in continuous movement, and 
the optical image that the lens projects on the 
film moves along with it long enough to ex- 
pose the emulsion. This is accomplished by 
a rotating prism, a mirror, or rotating lenses. 





Mr. Van Erp, a graduate of the Insti- 
tute of Technology, Delft, Netherlands, 
is practicing as consulting engineer in 
Cleveland. 
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Speeds of 250 to 10,000 frames per second are 
possible with this equipment and this is what 
is strictly defined as high speed motion pic- 
tures. Much higher speeds are possible with 
the use of stroboscopic light sources resulting 
in ultra high speed photography, but this 
paper will not deal with this subject. The 
Germans have an articulate name for the kind 
of equipment used: they call it “Zeit-dehner 
Apparatur,” time-extension equipment. 

The successful development of equipment 
was only accomplished after many difficulties 
had been surmounted. For instance, there is 
the high intensity of light required; the sub- 
ject will often have to be protected from 
overheating. This can be done by several 
means, such as water cells, heat absorptive 
glass, or the cooling of the subject directly. 
For roentgen ray work, the problem has al- 
ways been to keep the radiation within the 
permissible level and at the same time provide 
the necessary brightness of the fluoroscope 
screen to make movies possible. 

Some fields of application are pictures of 
vocal cords, ear drum studies, body move- 
ments, and heart action. By far the greatest 
use for high speed movies falls in this last 
category. The main purpose of this technique 
has been research.* 

A brief description of some of the projects 
carried out follows. 

1. Prinzmetal* performed one of the earliest 
studies in the investigation of the mechanism 
of auricular arrhythmias. This was done in 
more than 200 dogs by three methods: (a) 
high speed cinematography at speeds up to 
2,000 frames per second; (b) cathode ray os- 
cillography; and (c) multiple channel elec- 
trocardiography. 

High speed pictures were projected at mag- 
nifications of 100 x or more. The following 
conclusions were drawn: All four arrhyth- 
mias are of unitary origin and may occur 
from one ectopic focus. There is no circus 
movement. 
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2. Cinephotomicrography of human sperm- 
atozoa was demonstrated by Zorgniotti.° The 
object was photographed at 600 frames per 
second through a beam splitter phase contrast 
microscope, giving 90 per cent of the light 
passed through to the camera and the rest 
through the eyepiece for visual observation. 
Carbon arc lightsource (4.5 amp.) was used. 
Heat and ultraviolet rays were absorbed by 
a filter containing 2 per cent sodium nitrite 
solution. It was thereby demonstrated that 
spermatozoa wave-movement begins at the 
neckpiece at a frequency of 15 oscillations 
per second, 

3. Direct high speed cinematography of 
human vectorcardiogram was demonstrated 
by Rijland.* Here a method of analysis of the 
oscilloscope trace was shown by means of 
high speed photography at up to 3,000 frames 
per second. Seventy-two electrodes were 
used, distributed at regular intervals on the 
human body, connected with a tridimensional 
infinite resistive network. 

4. Maisel and co-workers,’ in their extensive 
studies on the interruption of the coronary 
sinus flow, have made use of high speed 
movies. An important feature of their method 
was the use of the prone position (“rotis- 
serie”) operating table, where the dog’s heart 
could be easily delivered from the chest 
through a thoracotomy incision. Thus a good 
exposure of the heart and coronary sinus was 
possible. Varnolene was perfused and _ its 
movement recorded by movies at a speed of 
64 frames per second. This proved to be a 
good method for studying the effects of sinus 
flow interruption upon the heart and 
mediastinal tissues. 

5. Gurdjian and associates* used high speed 
photography for blood flow studies (at the 
surface of the brain, 128 frames per second); 
photoelastic stress analysis (of models of the 
human skull, 50 and 500 frames per second); 
and biomechanical impact studies (impact of 
the human body with plates of glass at vari- 
ous speeds, 1,500 frames per second). 

6. Sones and Shirey® have developed a suc- 
cessful method of “cinecardioangiography,” 
which has become a routine diagnostic tech- 
nique at the Cardiac Laboratory of the Cleve- 
land Clinic. This is the first time high speed 
movies have found such an application as a 
diagnostic tool, as against the many applica- 
tions of research. Their method is the motion 
picture recording of the passage of contrast 
media through selected areas of the central 
circulation, made visible by means of image 
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amplification. An essential item of the method 
is the use of a 31 in. long catheter that tapers 
down to a diameter of only 1.6 mm. at the 
tip, which can be passed into the coronary 
arteries for perfusion of the contrast medium 
locally, and in small enough quantities to be 
harmless. With the image amplifier producing 
a roentgen ray image of 1,500 times the in- 
tensity of the old style fluoroscopic screen, it 
has become possible to make a pictorial rec- 
ord of the flow of the radiopaque dye for 
study and analysis within an hour of exposure. 
Pictures are taken at a speed of 60 frames per 
second on 35 mm. film. 

7. The work of Kolff,’° head of the De- 
partment of Artificial Organs at the Cleveland 
Clinic, deserves mention. He has made use 
of high speed photography in the develop- 
ment of artificial heart valves. An example 
of what can be done in the wav of motion 
analysis will be described in more detail. For 
the sake of brevity, however, only the most 
salient points will be mentioned; numerical 
stress values and many of the detail consid- 
erations have been omitted." 


As the artificial heart valve was not yet 
part of a living organism, it could be studied 
to its full extent: photographed from any 
angle, axially and laterally, and the lighting 
could be arranged for best contrast of detail, 
much more so than would be possible in photo- 
graphing parts of living organisms.” Further- 
more, the valve is constructed of transparent 
plastic, placed in operation in a plastic tube, 
and the fluid used is highly transparent. Light 
intensity could be raised to any level without 
having to cope with the restrictions imposed 
by the risk of damage to living tissues by over- 
heating. In other words, here the object pho- 
tographed is similar to an industrial object 
and can be treated the same way (Fig. 1 and 
2). It can also be mathematically analyzed. 

It should be emphasized here that this is one 
of the relatively unexplored possibilities of 
high speed photography: complicated, fast and 
tiny movements can be seen in detail, slowed 
down and measured at ease. Time marks au- 
tomatically registered on the film permit fairly 
accurate determination of velocities and ac- 
celerations. If the mass of the moving part is 
known, even forces acting on it can be de- 
termined. Thus, from observed movements of 
certain parts of the body, stresses in bone 
structure, muscles, tendons, etc. can be de- 
rived. In other words, this is one of the 
methods by which forces and stresses which 
actually occur during fast movements can be 
determined by optical means. 

This was also applied to the mathematical 
analysis of an artificial heart valve, but here 
the actual stresses are arrived at from the 
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measurement of the deformations. These can 
be determined with a fair degree of accuracy 
from the individual pictures. These stresses in 


the membrane 


classed in two main 


categories according to their causes. 


Folding Stresses. As the valve is closing, the 
membrane is wrinkled up in a pattern otf 
many tiny folds (Fig. 3), which causes stresses. 
It is probable that the viscosity of the liquid 
medium in which the valve operates has some 
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Fig. 3. Isometric 
view of closing heart 
valve showing typi- 
cal pattern of folds, 
which pattern is 
probably the same 
during the entire life 
of the valve; this 
is unfavorable as it 
means a recurrence 
of stress peaks at 
the same points, with 
probability of an 
early failure at such 
point. P=—direction 
of hydrostatic back- 
flow, closing valve. 


lateral view. 


blood flow. 











Fig. 6. Axial section of one 
type of valve where partic- 
ularly unfavorable high stres- 
ses occur at A, with valve in 
closed position under hydro- 
static back pressure P. 


Fig. 1. High 
speed photograph 
of semiclosed arti- 
ficial heart valve, 


Fig. 2. Same as 
Fig. 1, but axial 
view _ upstream, 
against direction of 


Fig. 4. Cross 


influence on these stresses. A highly viscous 
medium adhering to the surface of the mem- 
brane makes the curvature of the folds less 
sharp and decreases the stresses. Folding 
stresses in a valve operating in a medium of 
the viscosity of a saline solution are con- 
siderably higher (Fig. 4) than when the med- 
ium is of the viscosity of blood (Fig. 5). 


Hydrostatic Stresses. The fluid medium 
presses on the membrane of the closed valve 


Fig. 5. Same 


section of a as Fig. 4 but in 
membrane fold high viscosity 
in low viscos- medium, e.g., 


ity medium, e.g., blood. 
saline solution. 
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Fig. 7. Axial section of an 
improved type of valve where 
stresses are diminished con- 
siderably by membrane action 
(cf., walls of a filled hot water 
bottle). Thickness of material 
in this and in Fig. 6 are exagger- 
ated about tenfold for clearer 
presentation. 
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and deforms it. Mathematical analysis shows 
that the maximum stress occurs at A (Fig. 6), 
where they are particularly undesirable because 
partial folding also occurs at the same spot. 
Being both of the same radial direction, they 
are additive and form a sharp stress peak. 
Unfortunately, these stresses are not static 
but oscillate rapidly between zero and their 
maximum, which makes them much more crit- 
ical than a static stress condition of the same 
magnitude would be. Material which can en- 
dure a certain static stress maximum will 
often fail at a fatigue stress of only two-thirds 
of the static stress. This so-called endurance 
limit is the maximum allowable for which the 
valve would have to be designed, so that an 
infinite number of flexures can be sustained. It 
is therefore essential that a material with a high 


endurance limit be used: in this case, Estane, a 
polyurethane polymer. 

To improve the conditions outlined herein 
there are various ways, but the simplest seems 
to be to make the membrane behave in a 
draped pattern (Fig. 7), thereby following an 
old principle which may be best exemplified 
by the cables of a suspension bridge. 


The afore-mentioned example given in more 
detail shows one of the many possible useful 
applications of high speed photography, but it 
probably demonstrates clearly that the poten- 
tialities of the method are great. They are as yet 
unexplored and used too infrequently. 
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THE HISTORY OF WOMAN’S HOSPITAL, CLEVELAND 


Woman's Hospital proudly traces its incep- 
tion to the first woman physician to practice 
medicine in Cleveland and the State of Ohio, 
Dr. Myra K. Merrick. In 1878, Dr. Merrick 
enlisted the help of Dr. Kate Parsons, the 
second woman to practice in Cleveland, Dr. 
Martha Stone, and Dr. Eliza Johnson Mer- 
rick, her daughter-in-law. Together they 
founded the Women’s and Children’s Free 
Medical and Surgical Dispensary to give needy 
women medical service and to give medical 
women an opportunity to obtain the clinical 
experience denied them elsewhere. 

The roster of the staff for the next 35 years 
included the names of many outstanding 
women physicians, Dr. Martha A. Canfield, 
who succeeded Dr. Merrick as president and 
guided the institution through its transition 
from a dispensary to a hospital; Dr. Lillian 
G. Towslee, Dr. Alice Butler, Dr. Cornelia 
Stoeltzing, and Dr. Mabeell Gilbert. 

From all parts of the United States and 
from foreign countries, women physicians 
came to take advantage of the opportunity of- 
fered here. In 1912 it became apparent that 
the need was for a hospital rather than a 
small dispensary. State laws were setting 
higher standards for medical training, and 
internships for women were few and far be- 
tween. The medical women of Cleveland ac- 
cepted the challenge, and formed an associa- 





The original “Hospital” of 12 beds. 
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tion to enlarge the purpose to include beds 
for the care of men, women, and children, and 
to give women physicians the same oppor- 
tunities for hospital staff and internship ap- 
pointments accorded men physicians. 

The first “Hospital” had a very modest be- 
ginning. It was opened in August, 1913, with 
12 beds and a budget of $5,000. 

It was the desire of the founders to increase 
the capacity of the institution and the pur- 
chase, in 1918, of property on East 10I1st 
Street was the beginning of the realization of 
this ambition. Now 77 patients could be cared 
for and constant remodeling and_ utilization 
of all available space increased this number 
in the years that followed. 

By 1929 standardization had been com- 
pleted. Woman's Hospital had grown into a 
100-bed institution with an annual budget of 
$200,000 and was placed on the approved list 
of the American College of Surgeons. 

The goal of the pioneers was won, No mat- 
ter what restrictions, traditions, and preju- 
dices might exist elsewhere, here was an in- 
stitution where professional competence 
would be the criterion, irrespective of sex. 

In the late 1930’s the structure that had 
been occupied for nearly a quarter of a 
century was crowded to the eaves, and it was 
evident to everyone associated with the hos- 
pital that there must be a new building. After 
considerable study, it was decided to remain 
at Chester Avenue and East 10ist Street be- 
cause of its convenient location, and the Board 
of Trustees turned its attention to raising 
funds for the project. Finally enough money 
had been obtained and pledged to begin. Ad- 
ditional property on Chester Avenue was pur- 
chased and in the spring of 1949 ground was 
broken. 

October, 1950, saw the beginning of a new 
chapter in the history of The Woman’s Hos- 
pital Association when the new building be- 
came a reality and the organization that had 
invested $2,000 in its first building became a 
million dollar nonprofit corporation. 

Ellerbe & Company of St. Paul, Minn., de- 
signed the T-shaped building consisting of 
the basement and five stories, with footings 
and columns to accommodate two additional 
floors as more space was required. The new 
building was the fulfillment of the faith of a 
few courageous women many years ago. 


}.A.M.W’.A.—Vot. 16, No. 5 





. 


aR 





wit a 





at emia tannin he seth ie ais a i ta canaries 


‘ral a 





HISTORY OF WOMAN’S HOSPITAL, CLEVELAND 39] 





The property purchased in 1918 as it looked in 
1950, just prior to abandoning it for the new building. 


There were now accommodations for 140 
patients, of which 116 were for adults and 
children, and 24 bassinets for the newborn. 
Modern, and designed for the maximum of 
hospital comfort, there seemed to be ample 
space for some time to come. 

But almost from the beginning there was 
a waiting list and soon after opening, official 
action by the Board of Trustees converted a 
solarium into a 4-bed ward and 8 private 
rooms to semiprivate, bringing the comple- 
ment to 152. The demand continued, and 
finally, in 1957, after retiring all indebtedness, 
the architect was commissioned to prepare 
plans for expansion. The final prints increased 
the bed complement to 187 and included the 
sixth and seventh floor, a small wing to the 
rear, and remodeling of a sizeable area to per- 
mit expansion of ancillary facilities. 

On July 1, 1958, work was begun and one 
vear later the new quarters were ready for 
occupancy. 

Woman’s Hospital is fully approved by 
the Joint Commission on Accreditation, by 


the American Medical Association for Gen- 
eral Practice Residences, and is a charter mem- 
ber of the Cleveland Welfare Federation. 

The institution is owned by the Woman's 
Hospital Association and operated by a Board 
of Trustees of which two thirds must be med- 
ical women as provided by the Constitution. 
Dr. Sarah Marcus, who has been a member 
of the Board since 1928 and first Vice Presi- 
dent for many years, has served as President 
since January, 1958, and has guided the hos- 
pital through the building program. 

The expansion has more than doubled the 
value of the property and its contents, and 
with a sturdy past we look forward with 
confidence to a splendid future. 





Woman’s Hospital as it looks today. 
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Medical Briefs 


ASPIRIN EFFECTIVE IN TREATING 
RHEUMATIC FEVER 

In a comparison study of the relative effec- 
tiveness of ACTH, cortisone, and aspirin in 
treating rheumatic fever, aspirin was found to 
be just as effective as the steroid hormones. 
These were the findings of a 5 year co-opera- 
tive study conducted at medical centers in the 
United States, the United Kingdom, and 
Canada. The results of this project were re- 
corded in the October issues of Circulation, 
the British Medical Journal, and the Canadian 
Medical Association Journal. 

Four hundred and ninety-seven patients un- 
der the age of 16 in the three countries were 
subjects of tests to determine which of the 
medicaments was most effective in preventing 
heart disease following rheumatic fever. The 
same schedule for treatment was adhered to 
in all three countries; 6 weeks of treatment 
followed by 3 weeks of close observation and 
5 years of periodic checkups. There was no 
evidence of any one medicament being su- 
perior to the others. The study was sponsored 
by grants-in-aid from the U. S. Public Health 
Service, American Heart Association, Cana- 
dian Arthritis and Rheumatism Society, and 
the Medical Research Council of Great 
Britain. 


USE OF FROZEN BLOOD SUCCESSFUL 


Commander Mary T. Sproul of the U. S. 
Naval Hospital in Chelsea, Mass., reported to 
the American Association of Blood Banks that 
her hospital used more than 1,000 transfusions 
of red blood cells frozen and banked by a new 
safe method. She stated that erythrocytes have 
been frozen for as long as 3 years. The tech- 
nique for freezing blood is to first precipitate 
the cells in a Cohn fractionator, then grad- 
ually treat it with glycerol until the glycerol 
concentration reaches 42 per cent. The next 
step is to seal the erythrocytes in plastic bags 
and then freeze. The temperature range is 
anywhere between -80 to -120 C. Plasma can 
also be frozen. When time for use, the cells 
are thawed in a water bath of 37 C. The gly- 
cerol is washed off with a mixture of 10 per 
cent glycerol, sodium lactate solution, and 
saline. The erythrocytes are then suspended 
either in their own plasma, which can also be 
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frozen, or in a 5 per cent serum albumin 
solution. The blood thus treated has a life now 
of 10 days, when stored at 4 C, but it is 
hoped that it will eventually live 21 days as 
does fresh blood. 


HOMOGRAFT TOLERANCE SUCCESSFUL 
WITH MATCHED GENES 

The correct matching of the same gene of 
donor and host is a sure prediction of the ef- 
fectiveness of homograft tolerance in mice. 
Dr. Elizabeth S. Russell and her colleagues at 
the Roscoe B. Jackson Memorial Laboratory 
in Bar Harbor, Me., have discovered that 
homo-transplantation in mice is successful 
when the H-2 gene, which is responsible for 
determining tolerance to a graft and for con- 
trolling the nature of the specific erythrocyte 
antigens is correctly matched. Exact match- 
ing is essential, inasmuch as there are more 
than an dozen types of H-2 genes. Identifying 
the required H-2 gene is done through tumor 
transplantation and serologic techniques. 

These conclusions were based on observa- 
tions of experiments made with adult mice 
who had hereditary, severe macrocytic anemia 
of maturation arrest. The mice received in- 
jections of homologous fetal liver or spleen. 
In 15 of the 17 treated mice, the hemotologic 
condition was corrected. There was no re- 
currence of anemia by the end of a year, 
proving the effectiveness of the hematopoietic 
grafts. 


HEPATITIS CASES INCREASING 


Hepatitis cases seem to be on an uphill trend 
according to the National Office of Vital 
Statistics. There were more than 41,000 cases 
of infectious and serum hepatitis during 1960. 
This represented an increase of 77 per cent 
over the number of cases reported in 1959. 
The incidence of hepatitis cases may con- 
tinue to rise according to evidence given by 
the National Office of Vital Statistics, show- 
ing an increase in cases in the last quarter of 
1960. Contrasted to the rise in hepatitis is the 
decline seen in paralytic poliomyelitis, which 
decreased by 62 per cent in 1960. There were 
2,265 cases in 1960 as against 1959's figure of 
5,709. 
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“Like as the waves make towards the pebbled shore, 
So do our minutes hasten to their end; 
Each changing place with that which goes before, 
In sequent toil all forwards do contend.” 
—Shakespeare 


For some inexplicable reason, the passage of time and the pressures of the moment as expressed 
above seem to me all the more evident in the spring. Perhaps it is budding, blossoming, preening 
Nature that reminds me; perhaps it is an atavistic surge of emotions after the hardships of 
winter; or perhaps it is simply a biological recharge of the body. But, somehow, spring is 
always a busy time for me. 

I am doing what I do every year—taking a Janus-like look forward and backward. The 
backward look at AMWA is reassuring. It encompasses growth and change and, I hope, progress. 

In the past year, in addition to usual expected changes, we have accomplished the following: 
(1) adoption of new Constiution and By-laws, (2) change in scheduling of annual and interim 
meetings, (3) development of a representative form of government through a House of Dele- 
gates, (4) reorganization of Executive Board in terms of roles and responsibilities, (5) develop- 
ment of new staffing pattern within the New York office of AMWA, and (6) strengthening of 
liaison with outside organizations, such as the AMA, the American Women’s Hospitals, and the 
Woman’s Medical College of Pennsylvania. 

[ could go on, but I wish to bring you only highlights at this time. These are changes that 
are continuing, and they are signs of progress. However, some caution in interpreting 
their meaning to the Association is appropriate at this time. John Stuart Mill in his book, 
“Representative Government,” criticizes those who separate the maintenance of order, or the 
preservation of existing institutions, from the cultivation of progress. “Progress includes Order,” 
he writes, “but Order does not include Progress.” Order “is not an additional end to be recon- 
ciled with Progress, but a part and means of Progress itself. If a gain in one respect is 
purchased by a more than equivalent loss in the same or in any other, there is not Progress.” 
The term progress must include not only “the idea of moving onward,” but “quite as much 
the prevention of falling back.” 

And now we face another year of order and progress. It was with regret that the Execu- 
tive Board accepted the resignation of our former Executive Director. It is now with pleasure 
that we announce the appointment of Dr. Jessie Laird Brodie of Portland Ore., the first physi- 
cian to fill the position of Executive Director. Those of us who have had the privilege of knowing 
her see in her the opportunity for continued growth of our organization in quality and quantity. 
Welcome to our Dr. Jessie! 

Finally, a word about your personal role in our progress: Take the first step and sign the 
pledge on page 403, and make membership your business. 


(Facxr, F We der MD. MEW 
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Women in Medicine—Letters from Other Desks 


January 31, 1961 


President John F. Kennedy 
The White House 
Washington, D. C. 


Dear Mr. President: 


The news of the appointment of Dr. Janet 
Travell as White House Physician has been 
received at this College with very special 
pleasure. 

A number of medical educators have dis- 
cussed with me the problem of interesting 
more young women in the study of medicine. 
Only a small per cent of women choose med- 
ical careers. Faced with an alarming shortage 
of qualified applicants for medical schools and 
with the urgent need for more physicians 
for our growing America, we have felt that 
special appeals should be made to women to 
enter medicine, and that financial aid as well 
as other types of assistance should be obtained 
to make practicable the study and practice 
of medicine by women. 

Your appointment of Dr. Travell has done 
more to focus the interest of young women 
upon a medical career than all the planning 
and conferences that we have held. You have 
shown your confidence in a woman physician. 
Dr. Travell herself has shown that she can 
combine special competence and excellence 
in medicine with matrimony and a family. 
This recognition of a woman physician comes 
at a very important time to influence young 
women in the choice of a career where they 
can find unlimited opportunities for service. 

We are grateful for your wise leadership 
in this special field of medicine as in others. 


Yours very sincerely, 

Marion Fay, Ph.D. 

President and Dean 

Woman's Medical College of Pennsylvania 


February 17, 1961 
Dear Dr. Fay: 


Many thanks for your kind letter of con- 
gratulations on my appointment as White 
House Physician. | do appreciate your writ- 
ing so promptly. 

As you commented and the torrent of let- 
ters indicates, the news of my post here gives 
tremendous encouragement to women physi- 
cians throughout the world. My own experi- 
ence, and that of my women doctor friends, 
has proved to me that a career in medicine can 
be well combined with homemaking. 

Several years ago I made a list of women 
physicians with children, and sent them a 
questionnaire on how they ran their homes. 
..+ You may not have seen this report, and | 
enclose a reprint. 

One of our daughters made a classic re- 
mark: “Mom takes vacations from her work, 
not from us, and we go along on those fam- 
ily honeymoons.” Her ideas on children of 
women doctors were published in the West- 
chester Medical Bulletin, and 1 am sending 
vou a copy of this too. 

With best wishes, 


Sincerely, 
Janet Travell, M.D. 
Personal Physician to the President 


ENCLOSURE: 


ARE THE CHILDREN OF WOMEN 
DOCTORS NEGLECTED?* 


I am the daughter of a woman doctor, and 
I couldn’t say that I have been neglected dur- 
ing one of my fourteen years, or my sister 
during any of her fifteen. Nor can I say that 
our mother neglects her practice. The truth 
is, she practices on us. She turns us into 
guinea pigs with as much loving care as the 
housewife changes milk and flour into a cake. 
If any one is neglected in our family, it’s 
Daddy, but he is Pappa Guinea Pig when he 
is needed. 

I suppose we have turned out to be almost 
normal children, despite what some people 
seem to think is a great barrier to contend 
with. Although, sometimes I wonder. I’ve 
learned to dislike bubble gum because it is 
“bad for my jaws” and murder mysteries on 


*Written September 13, 1949, in reply to an edi- 
torial entitled “Sex and Medicine” in the Westchester 
Medical Bulletin, Aug., 1949. 


J.A.M.W.A.—VoL. 16, No. 5 








at ot ate Rage 


eR 


WOMEN IN MEDICINE—LETTERS 395 


the radio because they “poison my mind,” and 
I admit my friends sometimes get annoyed 
when I say “You'll get a stiff neck sitting like 
that,” but they forgive me because I’m a 
doctor’s daughter. I get stuffed with huge pills 
for the slightest ache or pain, but I can go 
barefoot and step on all the rusty nails I want 
because Mom will fix me up! And T guess I 
go to as many dances and picnics and talk on 
the phone as long as any average teen-age girl. 

I admit we aren't “Mamma’s little pets” like 
some who I think see too much of their par- 
ents and become pampered babies who never 


grow up. We are on our own most of the 
time, we have much more freedom than most, 
and I guess we learn responsibility earlier, but 
I’m not complaining. I don’t feel neglected. 

And we are one up on most children. Mom 
takes vacations from her work, not from us, 
and we go along with those Family Honey- 
moons. 

In answer to the question, “Do I wish Mom 
was not a doctor?” I say, Don’t be silly. I 
wouldn’t change places with anybody on earth. 
I like being a guinea pig. 

-Virginia Powell 





Ji nuary 21, 1961 


Claire F. Ryder, M.D., M.P.H. 
Washington 25, D. C. 


Dear Dr. Ryder: 


[ was much interested in your guest edi- 
torial in the Massachusetts Physician for Jan- 
uary.* [| am very sympathetic toward having 
women in medicine. Their capabilities are 
fully equal to those of men. I had a goodly 
series of them on my medical service at the 
Massachusetts General Hospital when I was 
chief there. 

However, I am worried about whether the 
married ones really do enough for medicine 
as the great cost of their education really de- 
mands of them. 

You say, “Nine out of ten women medical 
school graduates remain in the profession.” | 
have no doubt that nine out of ten women do 
some medical professional work, but surely 
not what we might call a full job. I know 
several women M.D.’s who do perhaps [have] 
a very limited practice or [who] spend two 
or three days a week in hospital work or 
research, but who are obliged to devote the 
rest of their time to their families. What do 
you have to say about this? 

The spinsters, | may say, do excellent and 
complete professional jobs. 

If you could get a reply to me by Jan. 27, 
I would greatly appreciate it, for I have to 
make a tape recording for a television show 
on medical affairs on the 28th and would like 
to include a few remarks on women in medi- 
cine. 

Very sincerely, 
James H. Means, M.D. 
Boston 


*Reprinted in the February, 1961, issue of THE 


JourNAL, page 149. 
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January 26, 1961 


Dear Dr. Means: 


Just as I was sitting down to reply to your 
gracious and friendly letter of January 21, I 
read the announcement of Dr. Travell’s selec- 
tion by President Kennedy as White House 
Physician. Every woman physician in the 
country takes pride in this unprecedented 
event, and surely hundreds of young Ameri- 
can women who are considering a medical 
career will feel strengthened in their resolve 
to enter this profession. 

Your comment, based on long experience, 
that many married women physicians are un- 
able to take time from their family duties for 
more than a limited practice of medicine, is 
well made. I believe, however, that there are 
several sound reasons why this unavoidable 
circumstance should not be regarded as seri- 
ously diminishing the national need for the 
training of more women physicians. In my 
December presidential address prepared for 
the Journal of the American Medical Wom- 
en’s Association, | have explored several of 
these reasons; possibly you will find them of 
assistance in connection with your TV re- 
cording. 

First, since it is a fact that fewer women 
drop out of medical school than men, it fre- 
quently happens that even part-time service 
to the community by a woman medical school 
graduate is a greater social benefit than the 
loss of such service by a male “drop-out.” In 
short, half a loaf is better than none from the 
national point of view. 

Second, even part-time service by married 
women physicians often includes a large ele- 
ment of voluntary service that male physi- 
cians cannot afford to contribute. | am think- 
ing of the areas of school health, well child 
conferences, and the whole range of com- 
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munity health activities, including council 
committees, surveys and studies, etc. These 
are what might be called essential and unpaid 
jobs; but it is equally true that male physi- 
cians, for financial reasons, are often slow to 
apply for full-time positions in research and 
in public health that have relatively low salary 
scales compared to private practice. For ex- 
ample, the U. S. Public Health Service has 
many vacancies for physicians in research, 
clinical practice, or preventive medicine, 
which it is unable to fill because of salary 
limitations. Dr. R. C. Arnold, Chief of Public 
Health Service Personnel, assures me that he 
would be delighted to receive applications 
from qualified women medical school gradu- 
ates interested in these positions. 

This leads me naturally to my final point: 
the woman physician is often able to un- 
dertake duties that a male physician will feel 
he cannot afford to perform, since she typ- 
ically does not carry the full family-support 
responsibilities that a male physician carries 


To conclude, if there are 40 vacancies in 
the third year classes of New England medical 
schools at the present time, as I reported in 
the Massachusetts Physician, and if those vac- 
ancies had been filled with women students 
who would eventually marry and devote only 
half-time to medical practice, the New Eng- 
land area would still be benefited by the 
equivalent of an additional 20 physicians in 
future years. 

I hope this letter will be of help to you in 
your TV program. As a regular medical of- 
ficer in the Public Health Service, I feel very 
personally concerned about these matters. In 
my travels about the country I have talked 
to many women physicians in public health 
on local and state levels and found them all 
enthusiastic about their work, which satisfies 
their needs for community service. 


Sincerely yours, 


Claire F. Ryder, M.D., M.P.H. 
President, AMWA 





Membership is My Business 


As a national organization, the AMWA represents all women in Medicine. 
There are problems of special interest and importance to all of us—as women and 


as physicians. 


Support AMWA, both its functions and goals by 
1. Participating actively on all levels—local, national, and international; and 


5 


IF you endorse our policies, support us. 


2. Encouraging and enlisting interest and membership in your community. 


IF you do not, then join us and change them from the inside. 


Please SIGN the pledge on page 403 of this issue. 


—Bernice C. Sachs, M.D. 
Second Vice President 
Membership Chairman 


J.A.M.W.A.—VoL. 16, No. 5 








nb ANE lo 


ae 


LL ie 


x 
ba 








Strela Celanese cscs 


acca RTS OS 


oe ane Le 


APT ME ORS oP 











ALBUM OF WOMEN IN MEDICINE 








Beulah Wells, M.D. 


Beulah Wells was born in Wellsville, Ohio, 
in 1886. As might be guessed from the name 
this was a family town, founded by her fore- 
father William Wells a little less than an age 
before. His descendant, Beulah, apparently in- 
herited his pioneering spirit; she was going 
to be one of the first female pediatricians in 
the Cleveland area. 

However, before she 
became a specialist in chil- 
dren’s diseases she received 
a well rounded education 
in which the _ leading 
thought was “mens sana in 
corpore sane”: Beulah 
took part in_ different 
sports like skating, tennis, 
and swimming. Bicycling 
also was among her regu- 
lar activities; she used to go 
on outings on bicycle with 
her family (she had four 
brothers). 

After graduation from 
school Beulah went to Western Reserve and 
Vassar colleges. Here her proficiency in music 
—she is an accomplished pianist and well 
versed in composition and history of music— 
led to an award. 

She graduated from Vassar in 1909 and 


taught mathematics in high school, first in her 


native town and later in Cleveland. Appar- 
ently not satisfied she approached a new chal- 
lenge in entering Johns Hopkins medical 
school in 1918. She graduated in 1922. To 
broaden her views she studied for a year in 
European clinics; one of the cities visited by 
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her was Vienna, the medical center of the 
world at that time. 

After internships held in the Metropolitan 
Hospital in New York City and the Brook- 
lyn Contagious Hospital, Beulah began pri- 
vate practice in Cleveland in 1929. 

This was the start of a very rewarding 
period; during the 30 vears of her life in the 
area she became a well 
known and beloved pedia- 
trician. She not only took 
great interest in the growth 
and development of chil- 
dren but also in the same 
phenomena of Woman's 
Hospital, which she saw 
move from its old dwelling 
to its beautiful new build- 
ing. She enjoyed many 
vears there as head of the 
pediatric department. Be- 
sides, she was affiliated with 
St. Luke’s Hospital, where 
she was visitant in pediatrics. 

Dr. Wells is a fellow of the American 
Academy of Pediatrics and member of the 
AMA, as well as of the Academy of Medicine 
of Cleveland. Since her retirement in 1959 
she has been traveling around the world, ac- 
tive as always. 

Beulah, we in Cleveland wish you many 
pleasant travel years ahead. May your trips 
bring you to our neighborhood once in a 
while, so that we can enjoy your company 
again! 


—Ymkje M. Van Erp, M.D. 














Opportunities for Women in Medicine 


CAMP PHYSICIAN 


Established Vermont girls’ camp, July and 
August, or either—$900 for full season. Write 
Herbert Brill, 50 Broadway, New York City 4. 


PHYSICIANS NEEDED TO SHARE PRACTICE 


Illinois. A physician in Galesburg, IIl., is 
looking for a pediatrician to share her pediat- 
rics practice, with the possibility of absorption 
within a year. A general practitioner will be 
considered. Interested physicians should send 
complete information on qualifications and in- 
terests to F. K. Dayton, M.D., 204 Bondi Build- 
ing, Galesburg, Ill. 


Texas. A member of AMWA is looking for 
a physician to share her practice. Pediatricians, 
obstetricians and gynecologists, or general 
practitioners who are interested should write to 
Ernestine Smith, M.D., 814 Lamar St., Ama- 
rillo, Texas. 


MEETINGS 


Cardiovascular Medicine. Dublin is to be 
the site of the fifth International Congress of 
the International Cardiovascular Society, Sept. 
7-9. There will be symposiums on Surgical 
Management of Occlusive Disease of the 
Visceral Arteries and Deep Hypothermia in 
Cardiac Surgery. A cardiovascular forum will 
be held in joint session with the [International 
Society of Surgery on Sept. 8. For informa- 
tion write Dr. Henry Haimovici, 715 Park 
Ave., New York City 21. 


Diabetes. The American Diabetes Associa- 
tion, Inc., will meet at the Commodore Hotel 
in New York City, June 24-25. Write Mr. J. 
Richard Connelly, Executive Director, 1 FE. 
45th St., New York City 17, for information. 


Electroencephalography. The American 
Electroencephalographic Society plans to 
meet at the Hotel Claridge in Atlantic City, 
N. J., June 8-11. For details write Dr. George 
A. Ulett, Malcolm Bliss Mental Health Center, 
1420 Grattan, St. Louis 4. 


Gastroenterology. The American Gastro- 
enterological Association will meet at the 
Drake Hotel, Chicago, May 25-27. For in- 
formation write Dr. Wade Volwiler, Dept. 
of Medicine, University of Washington, 
Seattle 5. 


Gastroscopy. The American Gastroscopic 
Society will meet at the Drake Hotel in Chi- 
cago, May 24. For details contact Dr. Arthur 
M. Olsen, Mayo Clinic, Rochester, Minn. 


Geriatrics. The American Geriatrics So- 
ciety will meet in New York City, June 22- 
23. Write Dr. Richard J. Kraemer, 2907 Post 
Road, Greenwood, Warwick, R. I., to obtain 
information. 


Medicine. The American Medical Associa- 
tion will hold its Annual Meeting in New 
York City, June 25-30. For further informa- 
tion, write to Dr. F. J. L. Blasingame, Execu- 
tive Vice-President, 535 N. Dearborn, Chi- 
cago 10. 


Medicine. The fifteenth General Assembly 
of the World Medical Association will be 
held in Rio de Janeiro, Brazil, Sept. 15-20. 
Additional information may be obtained by 
writing Dr. Heinz Lord, Secretary General, 
The World Medical Association, 10 Columbus 
Circle, New York City 19. 


Neurology. The American Neurological 
Association plans to meet at the Hotel Clar- 
idge in Atlantic City, N. J., June 12-14. De- 
tails may be obtained from Dr. Melvin D. 
Yahr, Neurological Institute, 710 W. 168th 
St., New York City 32. 


Nuclear Medicine. The Society of Nuclear 
Medicine will have its eighth annual meeting 
at the Penn-Sheraton Hotel, Pittsburgh, June 
15-17. Information may be obtained from the 
program chairman, Dr. Richard E. Peterson, 
Veterans Administration, Iowa City, Iowa. 


Tuberculosis. The American Academy of 
Tuberculosis Physicians will meet at the 
Henry Hudson Hotel in New York City on 
June 24. Information may be obtained from 
Dr. George P. Bailey, P.O. Box 7011, Denver 
6, Colo. 
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Editor’s Note: These reviews represent the indi- 
vidual opinions of the reviewers and not necessar- 
ily those of the members of the Editorial Board of 
THE JOURNAL. 











THE CARE OF MINOR HAND INJURIES. By 
Adrian E. Flatt, M.A., M.D., F.R.CSS., Assistant Pro- 
fessor of Orthopedic Surgery, State University of 
Iowa, Iowa City, Iowa. Pp. 266, with 109 figures. 
Price $9.50. The C. V. Mosby Company, St. Louis, 
1959, 


As a basic fundamental manual in the principles of 
treatment of minor hand injuries, this book will be of 
particular benefit to the general practitioner, nurse, or 
industrial physician. It is concisely presented, adequate- 
ly illustrated, and well organized. 

The first portion of the book deals with the general 
principles of hand injury care and gives clear and basic 
facts. The second portion of the book gives specific de- 
tails of individual problems and their management in 
reference form. 

The crush injury portion of this book might well be 
more detailed. This is a complicated problem involving 
control of edema, and cyclical nerve mechanisms in- 
cluding the sympathetic system. It might be well to 
include the efficacy of sympathetic nerve blocks, the 
adjunct of steroid therapy, and sometimes the use of 
hyaluronidase by local infiltration. The generally 
prolonged convalescence from crushing injuries would 
incidate that these newer approaches should be em- 
phasized to permit earlier convalescence. 

This book represents a good reference for the clin- 
ical practitioner who deals with minor hand trauma 
and would definitely fulfill a basic need in this respect. 


—Norbert J. Schulz, M.D. 


CLINICAL DISORDERS OF HYDRATION AND 
ACID BASE EQUILIBRIUM. Second Edition. By 
Louis G. Welt, M.D., Professor of Medicine, De- 
partment of Medicine, University of North Carolina 
School of Medicine. Pp. 336, with numerous tables. 
Price $7.00. Little, Brown and Company, Boston, 
1959. 


Published just four years after the first edition, the 
present volume includes not only additional knowledge 
gained in the last few years, but a chapter on pediatric 
fluid balance which is a most important addition. An 
admirable combination of brevity yet completeness has 
been achieved in this book. It is highly recommended 
to those in any branch of the medical profession. 


—Lucie Schoenenberger, M.D. 
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MASTER YOUR TENSIONS AND ENJOY LIV- 
ING AGAIN. By George S. Stevenson, M.D., Na- 
tional and International Consultant, National Asso- 
ciation for Mental Health; and Harry Milt, Public 
Relations Director, National Association for Mental 
Health. Pp. 237. Price $4.95. Prentice-Hall, Inc., 
New York, 1959. 


George S. Stevenson, psychiatrist, and Harry Milt, 
psychologist, have combined their efforts to produce 
this excellent “do it yourself” volume. 

Beginning with this “Shook-Up” age the authors re- 
mind us that our ancestors endured more bodily danger 
from a hostile environment and more physical disease 
than we. Despite much longer and safer lives, now our 
real danger is psychological. In times past things hap- 
pened as a matter of Destiny or God’s Will while 
to-day, with a changing philosophy, man feels person- 
ally responsible and correspondingly more anxious and 
guilty in the face of misfortune. The rapidly changing 
patterns of living in a population constantly on the 
move further complicates our daily existence. 

Then follows a discussion of the causes of tension 
and its ramifications in various areas of activity and the 
authors list eight specific methods of solving some of 
these problems. Many actual case histories serve to 
clarify the directions prescribed. 

In the last part of the book the authors devote their 
attention to children: the importance of their needs 
with relation to love, discipline, and training and their 
value to the parent’s own growth. There is also a brief 
discussion of job conditions, management, and workers, 
ending with suggestions concerning marriage and sex. 

Although this interesting book contains nothing 
especially new, it summarizes in a simple, readable style 
much that is of value in understanding and controlling 
mental health. 


—Judith Ablem, M.D. 


OBSTETRICS AND GYNECOLOGY, By J. Robert 
Willson, M.D., Professor and Head of the Depart- 
ment of Obstetrics and Gynecology, Temple Univer- 
sity School of Medicine and Temple University 
Medical Center, Philadelphia, Pa.; Clayton T. 
Beecham, M.D., Clinical Professor of Obstetrics and 
Gynecology, Temple University School of Medicine 
and Temple University Medical Center, Philadel- 
phia, Pa.; Isador Forman, M.D., Clinical Professor of 
Obstetrics and Gynecology, Temple University 
School of Medicine and Temple University Medical 
Center, Philadelphia, Pa.; and Elsie Reid Carrington, 
M.D., Assistant Professor of Obstetrics and Gyne- 
cology, Temple University School of Medicine and 
Temple University Medical Center, Philadelphia, Pa. 
Pp. 605, with 267 illustrations. Price $10.75. The C. 
V. Mosby Company, St. Louis, 1958. 


Its textbook size precludes the possibility of present- 
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ing an encyclopedic amount of obstetrics and gyne- 
cology in this volume. It is a book extremely well 
prepared and edited by teachers, and primarily for 
the use of the medical student. The careful selec- 
tion of material and its concise presentation is enhanced 
by really useful photographs, drawings, and charts. 
Although its use for the practitioner with a pressing 
obstetric or gynecologic problem may be limited, and 
the alert specialist may find its content superficial, the 
volume is nevertheless a rewarding one to pick up. 
The book has strong and useful chapters in diagnosis, 
in preventive gynecology (the periodic health exam- 
ination), in feminine psychology, in disorders of the 
various body systems occurring during pregnancy, 
care of the infant during labor and after delivery, and 
problems of infertility and of female endocrinology. 
There is always vigorous correlation with roentgenog- 
raphy and other laboratory adjuncts; and the bibliog- 
raphy is up to the standard of the text. Of special 
value is a chapter, all too brief, on pediatric gynecol- 
ogy. This touches on all problems concerning the fe- 
male, from the neonate to the hermaphrodite. Though 
its text is far from complete, the chapter serves to 
point up the complexity of the girl and her medical 
care during her lifetime and to provoke further read- 
ing and study of the entire subject. This, actually, is 
one of the merits of this volume. As well as being a 
useful text to analyze before trying to present a topic 
to a group of students, for the sake of rendering clear 
one’s presentation, it is actually the sort of book a 
medical practitioner could keep at his elbow, to open 
at random. He would find himself stimulated and his 
knowledge refined. 
—Josephine A. Girard, M.D. 


PRINCIPLES OF DISABILITY EVALUTION. By 
Wilmer Cauthorn Smith, M.D., Chief Medical 
Advisor, Oregon State Industrial Accident Com- 
mission; Fellow, American Association for the 
Surgery of Trauma. Pp. 210. Price $7.00. J. B. 
Lippincott Company, Philadelphia, 1959. 


This book deals with disability as a ratable and 
compensable entity rather than as a purely medical 
condition. For instance, individual disabilities and 
their influence upon the injured person’s function 
are not discussed in great detail, but much effort is 
spent on showing how a given percentage loss of 
function can be translated into disability allowance 
under a given compensation law. In discussing the 
more administrative and legal aspects of disability 
evaluation the author fills a long existing need. Much 
confusion and uncertainty exists in this field because 
of the great differences between compensation laws 
in the various areas. The author’s answer to this 
difficulty is to try to “elaborate the philosophy and 
logic which necessarily must underlie any rational 
understanding of disability.” He succeeded well in 
expounding these general principles, although, due 
to the complexity of the subject matter, the book 
does not offer easy reading and is often repetitious. 


The book is divided into four sections. The first 
three deal with general aspects of disability evalu- 
ation and with the physician’s role in compensation 
medicine. The first section serves as an introductory 
chapter and contains, among others, many good hints 
on the writing of reports and on the physcian’s role 
as an expert witness. The second section deals with 
the nature of disability in all its ramifications and in 
the third section the problem of relationship is dis- 
cussed and succinctly summarized in these three 
questions: Can the disability be caused by the alleged 
trauma or, as expressed by the author, “Can it occur?” 
“Does it occur?” “Did it occur?” The fourth section is 
concerned with disability evaluation itself and is espe- 
cially good in its discussion of scheduled disabilities 
and their rating. In order to be able to use this section 
to best advantage the reader should have a list or 
chart of the scheduled parts, their boundaries, and 
their subdivisions or radicals as defined by legis- 
lation in his State. He should have a list of disability 
allowances for each part or radical as expressed in 
units of weeks, degrees, percentage of the body as 
a whole, or whatever unit has been chosen. Similar 
information should be available to him concerning 
unscheduled disabilities. Being thus equipped and 
having the requisite medical knowledge, the reader 
will find that the principles put forth in this book 
will enable him to arrive at a logical disability evalu- 
ation. The book is recommended for all those 
engaged in compensation medicine as well as for 
those who have to evaluate disability for Federal as 
well as private agencies. 


—Edith Lind Kristeller, M.D. 


PROGRESS IN NUCLEAR ENERGY. Series VII: 
Medical Sciences. Edited by J. C. Bugher, J. Coursa- 
get, and J. F. Loutit. Pp. 165. Price $6. McGraw-Hill 
Book Company, New York, 1956. 


This book was prompted by a need, after the Geneva 
Conference on Peaceful Uses of Atomic Energy, for a 
critical summary of the host of scientific papers relat- 
ing to the medical uses of radioisotopes. 

The book is of greatest value in chapters such as 
that by G. Failla, wherein the subject of dosimetry is 
reviewed, and where pertinent papers of the confer- 
ence are summarized in context. The chapters dealing 
with radiologic safety present useful summaries of the 
current principles and practices in this field. 

The book is of least value where an attempt is made 
to review the diagnostic uses of radioisotopes in only 
25 pages. The information is, of necessity, too sketchy 
to be useful to either beginners or experts in the field. 

Of considerable interest are the summaries of the 
papers on diagnostic and therapeutic uses of isotopes 
in other countries, such as India and Russia, where the 
work is not familiar to the English-speaking reader. 

This book is of a type that one thumbs through 
once, rather than keeps as a useful reference text. 


—Rosalyn S. Yalow, Ph.D. 
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Strain is a necessary component of man's efforts to move his external 
environment, but all too often brings on extreme pain and trauma when hard 
stools are moved after repair of rectal disorders. Metamucil adds soft, bland 
bulk to the bowel contents to stimulate normal peristalsis and also hold 
water within stools to keep them soft and easy to pass. Thus Metamucil, 
with an adequate water intake, is of great help in minimizing painful trauma 
to postsurgical rectal tissue. Metamucil promotes regularity through 
‘‘smoothage” in all types of constipation. 


® 
Mv / brand of psyllium hydrophilic mucilloid J { 


Available as regular Metamucil or as the new lemon-flavored Instant Mix Metamucil 
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phenyramidol HCl 
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relieves the total pain experience 


at ME CS 





In relief of pain associated with dysmenorrhea, premenstrual ten- 
sion headache and postpartum pain, “an effective, convenient 
agent ... not limited by the precautions necessary 
when administering narcotics.” 


Excellent 35 70% 


Excellent Excellent 





Poor 10 20% 
Poor 10* 13.33% oer 9 
Severe Dysmenorrhea' Premenstrual Tension Postpartum Pain‘ 
75 patients placed Headache’ 100 patients placed on 100 patients placed on 
on Analexin 50 patients placed a combination of Analexin, codeine sulfate, 32.5 mg., 
200 mg. tablets. on Analexin 200 mg., and aspirin, 325 mg. and aspirin, 650 mg. 
*5 demonstrated pelvic pathology 200 mg. tablets. 


Analexin® for relief of pain. Each tablet contains phenyramidol HCI, 200 mg. 
DOSAGE: Generally, 1 or 2 tablets every 4 hours. For Dysmenorrhea—2 tablets at onset 
of pain, then 1 tablet every 2 to 4 hours. 

Analexin-AF® for relief of postpartum pain or pain conditions complicated by inflamma- 
tion and/or fever. 

Each tablet contains phenyramidol HCI, 100 mg.; and aluminum aspirin, 300 mg. 
DOSAGE: 2 tablets every 4 hours or as required. 


IRWIN, NEISLER & CO. DECATUR, ILLINOIS 
‘Wainer, A.S.: Clin. Med. 7:2331, 1960 
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American Medical Women's Association, Inc. 
BRANCH OFFICERS, 1960-1961 


(Continued from Page 366) 


FORTY-FIVE, TUCSON, ARIZONA 
President: Virginia C. Van Meter, M.D., 3365 E. 
Second, Tucson. 


FORTY-SIX, UTAH 


President: Johanna Dieckman, M.D., 868 Second Ave., 
Salt Lake City. 


FORTY-SEVEN, COLORADO 
President: Thelma Perozzi, M.D., 1140 Elm St., Den- 
ver 20. 
Secretary: Maryethel Meyer, M.D., 1677 Wadsworth 
Ave., Lakewood. 


FORTY-EIGHT, 
NORTHWEST INDIANA 
President: Dorothy Ruth Darling, M.D., 807 Fayette 
St., Gary. 
Secretary: Ellen K. Cohen, M.D., Hebron. 


FORTY-NINE, KENTUCKY 
President: Peggy Howard, M.D., 2116 Edgehill Rd., 
Louisville. 
Secretary: Letitia Kimsey, M.D., 101 W. Chestnut St., 
Louisville. 


FIFTY, BROWARD COUNTY 
(FORT LAUDERDALE), FLORIDA 


President: Anne L. Hendrichs, M.D., 2925 Poinsettia 
St., Fort Lauderdale. 


Secretary: Garland Johnson, M.D., 401 S.E. 25th Ave., 
Apt. 402, Fort Lauderdale. 


FIFTY-ONE, AUGUSTA, GEORGIA 
President: Martha S. McCranie, M.D., 742 Lancaster 
Rd., Augusta. 


Secretary: Billie La Motte, M.D., Medical Building, 
Fifteenth Street, Augusta. 


FIFTY-THREE, WESTERN VIRGINIA 
President: Catherine W. R. Smith, M.D., Box 308, 
Abingdon. 
Secretary. Rose Marie Morecock, M.D., 2729 North- 
view Drive, Roanoke. 


FIFTY-FOUR, ALASKA 
President: Gloria K. Park, M.D., 2502 E. 20th, An- 
chorage. 
Secretary: Yurn Ock Dunn, M.D., 1221 15th Ave., 
Anchorage. 





Please report all changes in Branch officers 
and chairmen as soon as possible to American 
Medical Women’s Association, 1790 Broadway, 
New York 19, N.Y. 











faster recovery, greater comfort 
for your OB-GYN patents 
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Administered before and after cervicovaginal surgery, irradiation, delivery, 
and office procedures such as cauterization, FURACIN CREAM promptly controls 
infection; reduces discharge, irritation and malodor; hastens healing. FURACIN 
CREAM is active in the presence of exudates, yet is nontoxic to regenerating 
tissue, does not induce significant bacterial resistance nor encourage monilial 
overgrowth. 


FURACIN CREAM 


BRAND OF NITROFURAZONE 
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Furacin 0.2% in a fine cream base, water-miscible and self-emulsifying in body fluids. Tubes of 
3 oz., with plastic plunger-type vaginal applicator. Also available: Furactn Vaginal Suppositories. 
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l } THE NITROFURANS —a unique class of antimicrobials 
N , 
7 EATON LABORATORIES, NORWICH, NEW YORK 
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MERCK SHARP & DOHME 
Division of Merck & Co., INC. 
West Point, Pa 





day, beginning on the first morning of symptoms and contin- 
uing until the onset of menses. CYCLEX may be.continued 


through the menstrual period. 
Before prescribing or administering CYCLEX, the physician should consult 


the effective relief of meprobamate for nervous- 
ness, irritability, tension, nausea, malaise, insomnia 
detailed information on use accompanying package or available on request. 


for GI DISTRESS 
acting relief of nausea and bloating associated 


with premenstrual tension 
DOSAGE: Usual adult dosage is one tablet once or twice a 


SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 
of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 


weight gain, breast fullness, abdominal congestion 


for MOOD-CHANGES... 


diuresis of HYDRODIURIL for rapid reduction of 
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CYCLEX and HYDRODIURIL are trademarks of Merck & Co. 
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For allergy 
For itch 





Everyday practice report: 

Following initial clinical investigational new 

work, Forhistal was sent to physicians 

throughout the country for evaluation as an % ® 
antiallergie and antipruritic agent in every- Fo rh ista 
day practice. Results in 6181 cases have now 

been analyzed. In 3419 eases in which a 


comparison was made, Forhistal was judged rated bel ; er 


better than previous therapy in 7 out of 


10 patients. Information about the inves- th - 
tigational work done previously is being an previous 
mailed to you separately and is also avail- 


able on request. thera py in 


SUPPLIED: Tablets, 1 mg. (pale orange, 


- 


scored). Lontabs, 2.5 mg. (orange). Syrup (pink), 7 

containing 1 mg. Forhistal maleate per 5-ml. cases 
teaspoon. Pediatric Drops (pink), containing 

0.5 mg. Forhistal maleate per 0.6 ml. out of 1 O 
For complete information about Forhistal (including dosage, 

cautions, and side effects), see Physicians’ Desk Reference 

or write CIBA, Summit, N.J. 


FORHISTAL® maleate (dimethpyrindene maleate CIBA) CIBA 
LONTABS® (iong-acting tablets CIBA) UMM W JERSEY 2 /2910MMKeR 
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when 
he’s 
ready 
for 


cereals... 


eU 


your 


guidance 


1s 
still 


important 


Mother looks for your guidance 

“Cereal is an excellent food to offer the baby who 
has a large appetite early in life and is not satisfied 
with the calories provided by his intake of milk.’”! 
When to start and what cereal to choose for baby? 
These are important questions for a mother. Your 
guidance is as important now as when you pre- 
scribed baby’s first formula. 

Five tasteful varieties—Rice, Mixed, Oatmeal, Bar- 
ley and High Protein—help with important taste- 
training and feeding patterns. In addition to 
calories, PABLUM Cereals provide protein, carbo- 
hydrate, vitamins, and important minerals—es- 
pecially iron. They are formulated especially to 
help meet the infant’s nutritional needs when he 
graduates to solid foods. 


needs youl] ] ‘a 

Because rice is hypoallergenic,2 PABLUM Rice 

Cereal is well suited to the allergic infant. 
PABLUM High Protein Cereal is useful when the 
diet requires added protein. It has been noted that 
“addition of PABLUM to infants’ diets consider- 
ably increased the amount of fluorine ingested’”’*— 
an important consideration for caries prevention. 


When you specify PABLUM, you are sure of safe, 
sound, nutritious cereals for baby’s early years. 
References: (1) Bartram, J. B., in Nelson, W. E.: Textbook of Pedi- 
atrics, ed. 7, Philadelphia, W. B. Saunders Company, 1959, p. 128. 


(2) Benson, R. A., and Kimball, F. T.: Arch. Pediat. 64:476, 1947. 
(3) Ham, M. P, and Smith, M. D.: J. Nutrition 53:215, 1954. 


‘a 5 Edward Dalton Co. ~ 
\S MEAD JOHNSON & COMPANY 
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Can 

a plumber 
do a 

day’s work 
on 1200 
calories? 


The answer, of course, is “not for 
long.” For example, following 
diagnosis of diabetes, a 44-year- 
old plumber (5’8” and weighing 
147 lb.) had been put on a 1200- 
calorie diet to control glycosuria. 
When referred six months later, 
he had not been spilling sugar, 
but had lost 25 pounds and de- 
veloped progressive fatigability. 
Orinase, 0.5 Gm./day, was pre- 
scribed andhis diet was increased 
to 2800 calories to meet metabolic 
demands (125 Gm. protein; 300 
Gm. carbohydrate; 125 Gm. fat). 


Follow-up visits showed this 
progress: 


3 mo. Urineand blood sugaro.k.; 
weight gain: 28 lb. Can 
work normally, feels gen- 
erally well. 

6 mo. Weight constant, control 
constant, no complaints. 

12 mo. Same. 

18 mo. Same. 

24 mo. Same. 

Diet-controlled diabetics who 
are underweight, tire easily, or 
have increased nutritional needs 
may merely be “getting by” on 
dietotherapy alone. These pa- 
tients — and others who experi- 
ence transient weakness or 
listlessness—can often be returned 
to near-normal activity by giving 
Orinase together with a more 
adequate diet. Orinase control of 
diabetes is notably smooth and 
stable; patients report a greater 
sense of well-being, an improved 
mood and outlook. 


Case data courtesy Henry Dolger, M.D. 
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An exclusive methyl 
“governor” prevents 
hypoglycemia. 
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Because it contains fibrinolysin— 
an active enzyme and not a pre- 
cursor'—ELASE quickly lyses fi- 
brinous materialin serum, clotted 
blood, and purulent exudates. It 
does not appreciably attack liv- 
ing tissue, nor does it have an irri- 
tating effect on granulation tissue 
in wounds.’”* 


ox LOLS 


| ! 

As a “...feasible 
and rational ad- 
junct to the treat- 


$1 


ment of infected wounds, 
may be used to advantage in a va- 
riety of exudative lesions. Partic- 
ularly beneficial results’ have 
been achieved in vaginitis and 


ELASE 





cervicitis...cervical erosions... 


A 

: surgical wounds...burns...chron- 
i o se a - 

i ic skin ulcerations...infected 
% 

wounds...fistulas...sinus tracts 
3 ; ae _ See medical brochure for details of 
4 ee abscesses. administration and dosage. 

q 

j PACKAGE INFORMATION: ELASE Ointment is supplie d 
' in 10-Gm. and 30-Gm. tubes. Disposable vaginal applica- 
: 


tors (V-Applicators) for instillation of ointment are avail- 
able separately in packages of 6. ELASE is also supplied in 
rubber-diaphragm-capped vials of 30-c« 


- capacity (not for 


parenteral use) for reconstitution with 10 cc. of isotonic 
sodium chloride solution. 

REFERENCES: (1) Coon, W. W.; Wolfman, E. F., Jr.; Foote, 
J. A., & Hodgson, P- E.: Am. J. Surg. 98:4, 1959. (2) Fried- 
man, E, A.; Little, W. A., & Sachtleben, M. R.: Am. J. Obst. 
& Gynec. 79:474, 1960. (3) Margulis, R. R., & Brush, B. E.: 
irch. Surg. 65:511, 1952. (4) Personal Communications 
to the Department of Clinical Investigation, Parke, Davis 
& Company, 1959. 














for 
enzymatic 
debridement 
ina 

variety 

of exudative 
lesions... 


FIBRINOLYSIN AND DESOXYRIBONUCLEASE, 
COMBINED, (BOVINE), PARKE-DAVIS ® 





FIBRINOLYSIN 


to provide active enzyme 


for lysis of fibrin 


+ 


DESOXY RIBONUCLEASE 
to lyse desoxyribonucleic 
acid in degenerating leukocytes 


and other nuclear debris 








PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 

















back fast with 


LTYLENOL | 


she’s flying high now... her temperature and discomfort 
brought under control quickly with Tylenol” 


TYLENOL an effective pediatric antipyretic and analgesic’ 


remarkably free from toxicity’ 


well accepted, well tolerated by children’ 





TYLENOL ELIXIR—120 mg. (2 er.) per 5 cc.; 4 and 12 fl. oz. bottles. 
TYLENOL DROPS—60 mg. (1 gr.) per 0.6 cc.; 15 ce. bottles with calibrated droppers. 





| McNEIL| McNEIL LABORATORIES, INC., PHILADELPHIA 32, PA. 





- 14, Cornely, 0. A., and Ritter, J. A.: N-acety!-p-aminophenol (Tylenol Elixir) as a Pediatric Antipyretic-Anaigesic, 
J.A.M.A. 160-1219 (Apr. 7) 1956 


2. Mintz, A. A.: Management of the Febrile Child, J. Ky. Acad. Gen. Pract. §:26 (Jan.) 1959. 
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Efficacy plus simplicity 
in conception control— 
without an occlusive device 


Ssnrrollr vane Cream-Jel 


snowy white—odorless—dry—static—free of messiness 


New microphotograph 
demonstrates unique matrix action 
on spermatozoa 


ON Fiend oF O94 Extended clinical studies 

- —s ao der totaling 5146 patient-months 
ALIVE » "gs ie i nt ee reveal low pregnancy rates 
in seminal fluid pg hy | a Oe of 2.011 and 3.22 per hundred 


, Wwoman-years of exposure, 
confirming that ‘‘. . . Immolin 
Cream-Jel used without an 
occlusive device is an efficient 
and dependable contraceptive.’’! 


~ 


Bais IMMOBILIZED >>. 


* near the 
< immolin Matrix | 


inside the 
Immolin Matrix 





1. Goldstein, L. Z.: Obst. & Gynec. 19:133 (Aug.) 1957. 
2. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 78:657 (Sept.) 1959. 
IMMOLIN is a registered trade-mark of Julius Schmid, Inc. 


Julius Schmid, Inc. 423 West 55th Street, New York 19, N. Y. 





when menstrual cramps disrupt her schedule 
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In a double-blind study,! 79 per cent of the 
patients treated with VASODILAN were 
relieved of severe menstrual pain. 


VASODILAN relieves menstrual cramps by 
direct, non-hormonal? action, and without 
disturbing normal menstrual rhythm or 
flow.!2 


There are no contraindications to the use of 
VASODILAN with other therapies. 


References: (1) Ratowsky, S., and Padernacht, E. D.: 
Relief of Primary Dysmenorrhea with Isoxsuprine, Clin. 
Med. 8:512-514 (March) 1961. (2) Voulgaris, D. M.: Dys- 
menorrhea: Cramps or Psyche?, Scientific Exhibit, Am. 
Acad. G.P, Philadelphia, March 21-24, 1960. 


Contraindications: There are no known contraindications 
to oral administration of VASODILAN in recommended 
doses. 


Caution: VASODILAN should not be given immediately 
postpartum or in the presence of arterial bleeding. Paren- 
teral administration is not recommended in the presence 
of hypotension or tachycardia. Intravenous administra- 
tion is not recommended because of the increased likeli- 
hood of side effects. 


Side effects: Few side effects occur when given.in recom- 
mended oral doses. Occasional palpitation and dizziness 
can usually be controlled by dosage adjustment. Single 
intramuscular doses of 10 mg. or more may result in 
hypotension or tachycardia. 


Dosage: For menstrual cramps, give 10 or 20 mg. (1 or 2 


tablets) three or four times daily, 24 to 72 hours prior to 
expected onset of menstruation. 


Supplied: 10 mg. tablets, bottles of 100; 2 cc. ampuls 
(5 mg./cc.) for intramuscular use, boxes of 6. 41861 


Mead Johnson 
Laboratories 


Symbol of service in medicine 





